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An APPEAL to 
Enroll all EX-STUDENTS of Attend 
yourself as R. G. KAR MEDICAL COLLEGE "56 
MEMBER 
of the (formerly Carmichael — College, Calcutta) Session of the 
Pantene The Convener, Register Making Sub-Committee of the RE-UNION 
R. G. KAR MEDICAL COLLEGE EX-STUDENTS' ASSOCIATION. 


An up-to-date and comprehensive REGISTER of all ex-students of the College 
(including Regular, Condensed and M.M.F. Course) is under active preparation. 
PLEASE SEND THE FOLLOWING PARTICULARS IMMEDIATELY: 
(a) Full name with present postal address, (b) Year of primary qualification, (c) Other qualifications with dates 
of acquirement and (d) Particu'ars of past and present appointments, if any, either to: 
The President—Dr. Ranajit Sinha; 54, Garcha Road, Calcutta-19 
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Hony. Secretary—Dr. Biswanath Basu; 1, Hem Kar Lane, Calcutta-S. 
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A combination of safe and depend- 
TRADE MARK able Sedatives and Hypnotics. FORMULA 
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... the effective control of 
all attacks and disturbances 


*“MYSOLINE'’ is active in all forms of epilepsy, 
especially grand mal and psychomotor types. It 
may also be used with advantage in some cases 
of petit mal. 


® High anticonvulsant activity. 
Low toxicity. 


@ Low hypnotic effect with established 
treatment. 


Beneficial effect on mental outlook and 
general well-being of patient. 


‘MYSOLI NE’ a NEW anticonvulsant 


(PRIMIDONE B.P.) 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) PRIVATE LTD. 
Calcutta Bombay Madras New Delhi 
Sole Distributors in India for 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD., MANCHESTER 


IcP $59 
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Not a mercurial. DIAMOXx 
Acetazoleamide Leder/e has 


» CARDIAC EDEMA proved to be a very effective, 


safe and convenient ora/ 


) GLAUCOMA use in controlling 
) EPILEPSY 


Recent evidence shows that 
DIAMOX is useful in two other 
© important ways as well. In 
epilepsy, DIAMOX suppresses 
both the frequency and the 
>. ACETAZOLEAMIDE severity of the seizures, with- 
out direct sedative action. In 
> acute glaucoma, oral doses of 
DIAMOX produce a significant 
Packages: Tubes of 10, grooved reduction in intraocular 


tablets ~ 250 mg. each. pressure. 
Also available in 500 mg. ampuls. 


LEDERLE LABORATORIES (INDIA) PRIVATE LIMITED. 
* REG. TRADE MARK P. Oo. B. 1994, BOMBAY |. 
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Bismozyme forms a protective coating 

on the walls of the stomach and intestines 

and thereby saves those organs from 

irritation caused by food and gastric 
secretion. It arrests muscle spasm, regulates 
gastric flow, heals up ulcer and helps digestion. 
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West Bengal Government Quinine Prices 


Price per lb. (allowing for trade discounts). 


Upto 6lbs. to 6O0lbs. to 100 Ibs. ** 
5 Ibs. 59 Ibs. 99 Ibs. & over 
Rs. Ap Ma Aa Re. As. 


I POWDERS. 

(1) Quinine Sulphate B. P. 1953 a0 45 0 4 «#0 42 8 41 O 
(2) Quinine Hydrochloride B. P. 1953 os 50 60 49 0 47 8 46 O 
(3) Quinine Bihydrochloride B. P. 1953 sie 52 0 a 49 8 48 O 
(4) Quinine Bisulphate B. P. 1953 sgl 43 0 42 0 40 0 38 «=O 
(5) Totaquina B. P. 1948 7 22 0 21 0 19 8 14 8 
(6) Cinchona Febrifuge I.P.L. 1946 ne 20 O 19 17 8 
(7) Euquinine (Quinine Ethyl Carbonate B.P.) Rs. 4-12-0 Per Packet of 1 oz. each. 


Rs. 4-10-0 Per Oz. (Packet) for 5 Ibs. and over. 
Il. TABLETS (5 grs. net each). 


(1) Quinine Sulphate B. P. 1932 4 O 41 40 38 OO 
2 (2) Quinine Hydrochloride B. P. 1953 ewe 52. 0 50. 60 49 0 48 #0 
(4) Quinine Bisulphate B. P. 1953 45 43 41 40 
(5) Cinchona Febrifuge I. P. L. 1946 23 21 20 15 0 
(6) Quinine Sulphate B. P. 1953 eve Annas 7 per tube of ten tablets. 
Annas 6-6 per tube for boxes of 12 tubes. 
(7) Quinine Hydrochloride B. P. 1953 eee Rs. 1-4 per phial of 25 tablets. 


Rs. 1-2 per phial for boxes of 12 phials. 


** A discount of Re. 1/- per lb. allowed for bulk packing in 10 Ibs. tins for quantities of 100 Ibs. 
and over. 


Special discount allowed on bulk purchases of Quinine Sulphate B. P. 1953, Cinchona 
Febrifuge and Totaquina 


; Enquire at : 
Government Quinine Sale Depot, Old Hindusthan Buildings, Calcutta—13, 


Issued by the Govt. of West Bengal. 
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Better Vitamin A 
absorption and 
therefore a higher 
therapeutic effect with 


Literature available on request 
from Voltas Limited P. 0. Box 900 
Bombay—!. 


F. Hoffmann-La Roche & Co. Ltd., 
Basle/Switzerland 

Sole Distributors for India: 
VOLTAS LIMITED 

Bombay, Calcutta, Madras 

Cochin, New Delhi, Kanpur. 


& 
| fae | 
One droP equivalent to 
5,000 vitamin A 
che improved creatment of 

Acne 
Inner ear deafness 
Ozena 4 
premenstrual tension 
Sterility in the male 
| for adults: 10-15 
| ‘drops twice day 
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THE OWLY CHOICE IF YOU WANT THE BEST 


THE WALTON IV. 
DENTAL 
ANA:STHESIA/ANALGESIA 
APPARATUS 


Service without fuss is the big advantage of 

the Walton IV. Beautifully made, this 

| ~\ aN apparatus combines in the simplest form all 

the requirements for administering nitrous 
oxide and oxygen in dental anaesthesia. 


The mechanism ensures accurate gas mixing 
and control and follows the principle of 
two-stage pressure reduction, with inter- 
connected suction-operated diaphragms in 
the second stage. Gas flow may be inter- 
mittent; that is to say flowing in response 
to the patient’s inspiratory effort only; of 
it may be continuous under variable pres- 
sure, as desired. 


Basically, the apparatus is for use with 
nitrous oxide and oxygen, but for mixtures 
of nitrous oxide and atmospheric air, an 
inspiratory valve is available as an extra. 
This attachment is plugged into the gas 
outlet and can be brought into use when 
required. 


THE INDIAN OXYGEN 
& ACETYLENE 


MEDICAL DIVISION 
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Insulin A.B. was the first injection 
of Insulin to be processed 
commercially in India. 

Allen & Hanburys Limited and 
British Drug Houses (India) 
Limited are pleased to announce 
that the range of Insulin products 
processed in India has now been 
extended by the addition of 
Protamine Zinc Insulin A.B. 

For thirty years these two leading 
pharmaceutical houses have 
pooled their knowledge and 
experience to produce Insulin 
products of the highest quality. 
The benefits of this co-operation 
are now available in the form 

of Protamine Zinc Insulin A.B, 
processed in India. 


PROTAMINE ZINC 
INSULIN A.B. 


AROCECLED ANOIA 


Joint Licencees and manufacturers: —— 


ALLEN & HANBURYS LIMITED BRITISH DRUG HOUSES 
[ THE UABIUTY OF THE MEMBERS OF THE COMPANY LOWED) (india) PRIVATE LIMITED ~ 
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*PYREX’ ‘Grip-Seal’ Joints 
simplily apparatus assembly 
..< are 100 per cent effective 


The perfect-fitting qualities of ‘Grip-Seal’ Joints are 
due to the unique ‘Pyrex’ method of manufacture, 
which ensures that every joint, both male and female, 
is ground and tested with micrometric precision. 


Further, ‘ Grip-Seal’ design results in stronger joints, 
with sturdier walls, more rdbust beadings, and sensible 
parallel gripping surfaces. 


The logical result is, of course, that apparatus assembly 
is simplified, because every joint fits closely and 
securely, while the clamps hold the apparatus in a 
firm, safe grip. 


Breakages, in assembling and dismantling seldom 
occur, and expensive apparatus is thus safeguarded 
to give longer service. 


That’s typically ‘Pyrex’ of course... one hundred 
per cent satisfaction. 


@ A special section of the ‘PYREX’ catalogue 
deals with ‘Grip-Seal’ apparatus. If you 
would like a copy, please send your name, 
address and position in firm or organisation. 


*‘PYREX’ 


RECO. TRAOE MARK BRAND 


THE BRITISH 
LABORATORY GLASSWARE 


JAMES A JOBLING & CO LTD 
Wear Giass Works Sunderland England 


THE ONLY MAKERS OF PYREX BRAND GLASS IN THE UNITED KINGDOM 


jo Regulate and Restore 


\_Athe, Functions 
\ OF THE UTERUS 


Packings: 12 ozs. & 6 ozs. 


KESARI KUTEERAM PRIVATE L 
ROYAPETTAH, MADRAS-14, 
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FLIT contains six powerful ingredients, 
working together to kill all insects. That’s 


why FLIT is such wonderful value — it 
& kills more insects for every anna you spend. 


Buy FLIT today in the Red, White 
and Blue tin —and kill the insects that 
bring disease! 


va6s2 


Some tips on using FLIT 


PAY special attention to corners and crevices 
where insects lurk — spray generously with FLIT 


KEEP FLIT away from food — it's harmless to 
humans, but you wouldn't like the taste 


CLOSE doors and windows before spra 
with FLIT — this gives it a chance to 3 


SPRAY cupboards and drawers with FLIT 
— insects live and breed there 
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Each c.c. of T.C.F. Folic Acid 
with Liver Extract contains 2 mgms. of 
pteroyl glutamic acid, and all anti-anaemic 
erythrocyte-maturing principles 
(whole liver extract) from 15 grammes of fresh liver. 


For all macrocytic anaemias — For intramuscular _ injection. 
pregnancy, tropical, nutritional Boxes of 3, 6, 25 and 100 
—and anaemias associcted ampoules of 2 ¢.c. R. C. vials 
with sprue and gastro- of 10 c.c. 
intestinal etiology. 


Sole Distributors: 
"TEDDINGTON CHEMICAL w. T. SUREN & CO. PRIVATE. 
PRIVATE LTD., BOMBAY. P.O. Box 229, Bombay 1 


GERMOL 


for 
Safety and Protection 


© For sterilising surgical instruments, 


@ For washing surgeons’ and nurses’ hands, 
@ For disinfecting rooms, 
@ For soaking garments, 


@ To avoid possibilities of infection, 


Literatures and details available from: 


THE SANITEX CHEMICAL INDUSTRIES LTD. 


INDUSTRIAL ROAD, BARODA, 3 


T.C.F. WITH 
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Serpasil 


Regd. Trade Mark. 


Antihypertensive 


All forms of hypertension. 


Bradycardiac 
Better results in cardiology when combined with 
digitalis; dosage of digitalis can be reduced. 


Tranquillizer 


Tension, anxiety, agitation, irritability, environmental 
stress; hyperactive irritable infants. 


Menopausal and premenstrual tension. 
Emotional stabilizer in old age. 


Dermatoses of emotional and psychogenic origin 
with uncontrollable itching. 


Narcotic and alcohol withdrawal symptoms. 


Nervous disorders associated with agitation and 
convulsions. 


Menta! diseases. 
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: Antibiotics : : Surgical Ligatures 
Chemotherapeutics : Catguts 
Haematinics : Mersutures 
(Distributors Mersilene 
in Southern & 
° Eastern India ) ° Adhesive Plasters 
Leukoplast 
Leukolastie 
Keep Pace 
With the march 
of medicine 


SS 


PARRY & CO. LTD.. 


CALCUTTA FP. Mo. 208 
BOMBAY B. No. 306 


MEW PF. Mo. 172 


FIGHT CRIPPLING ARTHRITIS 


D’ORLAN 
S/ MILK with COLLOIDAL GOLD 


for Non-specific Procein Therapy Each ampoule contains 
120 milligram of colloidal gold 

JJ] In Arthritis, Osteo-arthritis, Rheumatoid Arth- 
*@ ritis and Arthritis Deformans; also in chronic 
“ inflammatory conditions, e.g. endometritis, 
cervicitis, salpingitis, ovaritis etc. 

Free from toxic effects af gold such as elbuminurie, exfolictive 
dermatitis etc. 


DOSAGE : 
Should be regulated so as to produce a moderate reaction 
( vide literature 


Administration : by |. M. injection inco the gluteal muscles 


STANDARD PHARMACEUTICAL WORKS LTD. 
CALCUTTA-I4 
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Antihistamines for old and young 


When the contents of Pandora’s Box were released, Hope alone remained. To the 
patient of allergic diathesis, threatened by a veritable Pandora’s Box of ills, the 
antihistamines * Histantin’ and * Actidil’ represent far more than hope. 

For adults ‘Histantin’ is the product of choice, giving prolonged relief with a 
minimum of side-effects. 

The new quick-acting antihistamine, ‘ Actidil ’, exerts its effect for about 12 hours 
and is also notable for low incidence of side-effects. ‘ Actidil’ Elixir has been 
specially formulated and clinically tried for the treatment of allergic conditions in 
children. 


*‘HISTANTIN’ 50 mgm., is issued in bottles of 25 and 100. 
*ACTIDIL’ ELIXIR bottles of 3 fluid ounces. 


BURROUGHS WELLCOME & CO. (INDIA') PRIVATE LTD., 
POST BOX 290, BOMBAY. 
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INTRODUCING A SURE REMEDY 
For both Bacillary & Amoebic Dysenteries 


Iodo chloro oxy Quinoline gr. 
Sulphaguanidine 4°65 gr. 


Papain 10 gr. 
Diastase 0°65 gr. 
Ext, Bael (Solid) gr. 


PROPUCTS COLUINDIAY 


ANNOUNCEMENT 
Entero-sulphazyme 
9 
ae ti A 
= a PRODUCT OF 
Dextrose Monehy dace 
per pound. by name 
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TREATMENT OF 
TROPICAL MACROCYTIC ANAEMIA 
WITH 


IMPROVED 


PANHEPAR 


INJECTABLE CRUDE LIVER EXTRACT 


REINFORCED WITH 


Folic Acid 5 mg. 


per cc. 
Vitamin By 10 meg. 


MICROBIOLOGICALLY STANDARDIZED 


AVAILABLE 
In boxes of 6 and 25 ampoules of 2 ce. and vials of 10 ce. 


Particuiars from: 
OR ETT 878, Weett. Y 


| 


diet in surgical cases 
Every surgical operation results in nutritional 
disturbance of greater or lesser degree. This 
can be reduced if the patient can be given food and 
fluid as near as possible to the time of operation. 


Toxicity due to anaesthesia is also lessened and the 
risk of post-operative vomiting is also reduced. 
Horlicks, a food drink, is a useful addition to 
Pr eee a pre-operative diet because its soluble 
mixed carbohydrates help to maintain 


— EN 


the glycogen reserves. Horlicks is 
also valuable in helping to promote 
sound restful sleep. 


HORLICKS 


Prescribed with confidence for over seventy years 
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A wholly reliable buttermilk diet in powder 
form of stable composition and constant degree 
of acidity, ELEDON is not only an excellent 
specific for adults susceptible to intestinal 
disorders, but is highly successful in the 
treatment of infants and young children suffer- 
ing from Diarrhoea ... Dysentery ... Pylorospasm 
~ and, especially Steatorrhoea and Malnutrition. 


Please write for literature to: NESTLE’S PRODUCTS (INDIA) LTD. 
P.O. Box 396 Calcutta. P.O. Box 315 Bombey 
P.O. Box 180 Madras 
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NEO-FERRUM 


for Infants 


NEO-FERRUM (INFANTS) Readily’ 
miscible with milk and easily incor- 
porated in the feed. 


for Adolescents 


Taste is an important factor. NEO- 
FERRUM TABLETS AND LIQUID 
are exceptionally pleasant to take. 


for Adults 


Who are often deterred 
from persevering with 
iron medication because 
of gastric disturbances 
and staining of the teeth. 
NEO-FERRUM is quite 
free from these risks. 


THE CROOKES LABORATORIES LIMITED - CARNAC ROAD - BOMBAY 2 
(Incorporated in England — The Liability of Members is limited) 
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When Oral iron is Contra. 
indicated or when it js 
necessary 10 raise the 
haemoglobin leve| Fapidly, 
NEO-FERRUn INTRA 
VENOUS Should be Used. 
and 250°, Intravenous ~Boxes 
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wane 


where PAIN i is a symptom... 


Therapy of the underlying causal condition 
is no doubt the prime consideration. How- 
ever, when treatment of the basic disease 
does not or cannot afford prompt relief, 
‘ANACIN’ will often alleviate the distress 
of pain and impart a sense of well-being. 
ANACIN’ is a non-toxic and clinically 
dependable preparation, specially 
formulated to provide a prolonged 
period of analgesia with a single dose 
of 1 or 2 tablets. 

Composition 
Quinine 1/4 gr. Aspirin 3 gr. 
Phenacetin 3 gr. Caffeine1/4 gr 


ANALGESIC TABLETS 


* Trade Mark 


in pilfer-proof containers 
of 32 tablets and packets 
of 2 tablets each. 


~ Manufactured and Distributed by: 
‘GEOFFREY MANNERS & COMPANY PRIVATE LIMITED, BOMBAY 
Trademark Proprietors: 
- WHITEHALL PHARMACAL COMPANY, NEW YORK, U.S.A. 
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@ Rapid Speed _ 

- @ Specially hardened for tropical temperatures) 
CURIX @ Yellow fog-resistant to developer-even if exhausted 
X-RAY FILM . developing solution is used. 


images of exceptional clarity and highest diagnostic 


@ Specially made for dental radiography. 5 te 
@ Film coated on both sides and gives images of great 
RAPID FILM 


DENTUS Light blue base. Safety film. 


This film is packed in saliva resistant and flexible 
covering with lead protection against secondary 
radiation. 
Specially ppv for photographing image on 
fluorescent X-Ray screens 

High Speed film manufactured on safety base,’ 
Thickness 13/100 mm and 19/100 mm. 


Exceptionally sharp images in full detail. Two types of 
this film are available. ; 


G-for Green fluorescent screen. 
R-for Blue fluorescent screen. 


Puotocrapnics private Limiteo 


BOMBAY - CALCUTTA MADRAS =~ NEW DELHI 


The remarkable contrast and sharp definition render 
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LIVOTONE 


(A CORRECTOR OF HEPATIC DISORDERS ) 


* 


Without Choline and Methionine—tis 


contains such indigenous herbal principles as help to 


improve the Digestion and Absorption of the essential 


elements of food and thereby fortify the Liver Cells. 


It also alters the bacterial flora of the Large Intestine 
and restores its normal activity, thus promoting Bio-synthesis 


of Vitamins and preventing toxic absorption. 


The Liver Tonic that alters the 
metabolism of the diseased liver 


cells. 


For further particulars, please write to :— 


East India Pharmaceutical Works Ltd. 


BOMBAY-14. CALCUTTA-26. MADRAS-1, 
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TROPICAL EOSINOPHILIA t+ 


R. N. CHAUDHURI, T.D.D., M.R.CP., F.N.L, 
School of Tropical Medicine, Calcutta. 


INTRODUCTION 


Tropical eosinophilia is an established clinical 
entity, quite common in this country. It is 
characterised by four salient features, viz., persis- 
tent or recurrent cough with or without asthma, 
eosinophilia high enough to produce leucocytosis, 
radiological changes in the lung field in about half 
the cases and apparently specific effect of arsenic. 

Weingarten (1943) described a large series of 
cases in India with cough and dyspnoea somewhat 
resembling asthmatic attacks, massive eosinophilia, 
radiological picture of mottling of the lungs, and 
response to arsenical treatment. At first it was 
thought to be a new syndrome which had hitherto 
passed unnoticed by other clinicians. But three 
years before Weingarten’s paper appeared, 
Frimodt-Méller and Barton (1940) had described a 
larger group of 175 patients seen during 15 years 
in the Madanapalle Sanatorium, South India, 
where they had been admitted on suspicion of 
tuberculosis. The clinical picture was closely 
similar, and after prolonged observation the 
authors came to the conclusion that it was a benign 
condition of allergic origin. 

Weingarten did not seem to be aware of this 
important paper by Frimodt-M@éller and Barton. 
Weingarten’s observation was based on a study of 
81 cases coming from all ranks, age and sex. There 
was no evidence of familial, occupational or 
seasonal susceptibility. He was of the opinion 
that the condition was not an allergic state and he 
stressed the influence of environment as an aetio- 
logical factor. Chaudhuri (Editorial, 1943) 


suggested that the paroxysms of cough, eosino- 
philia and pulmonary infiltrations were the result 
of allergic response to some antigen. Chakravarty 
and Roy (1943) reported one case which had urti- 
caria in addition to other symptoms. 


Though the chief focus of the disease as des- 
cribed by the above authors appears to be in India, 
it was not unknown in other countries. For in- 
stance, Loeffler (1932, 1936) in Switzerland noted 
a syndrome in which eosinophilia and cough were 
associated with pulmonary infiltration which was 
transitory. Bass (1931) in the U.S.A. reported on 
high eosinophilia* with bronchitis, asthma and pul- 
monary infiltrations, while de Langen and Djamil 
(1923) in Dutch East Indies published some obser- 
vations on idiopathic ‘hypereosinophilia’. 

But for the record of still earlier observations 
of similar nature we must go further back and 
that too in this country itself. Not long ago the 
writer had a pleasant surprise in coming across a 
paper in the Calcutta Medical Journal by Roy and 
Bose (1918) based on a study of as many as 140 
cases of asthma, the majority of whom had leuco- 
cytosis (the highest being 58,000 per c.mm.), the 
average proportion of eosinophils being 48 per cent 
and the maximum 89 per cent. The authors noted 
the intimate relationship between asthma and 
eosinophilia and treated these patients with sub- 
cutaneous or intramuscular injections of soamin 
and alkalies by mouth to keep the urine alkaline. 
75 to 80 per cent of the cases were fully cured and 
remained free from attacks. About this time 
Ghosh (1918) noted an important fact that cases 


+ Based on a lecture delivered at the Indian Medical Association, Calcutta Branch, in April, 1956. 
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‘in which there is no eosinophilia do not improve 
well’ with soamin. 


It thus appears that Roy and Bose’s paper is 
perhaps the earliest record of ‘‘tropical eosino- 
philia’’, at least in this country, and if credit is 
due to anybody it should be given to these authors. 
The great merit of Weingarten’s paper lies in the 
fact that he put the treatment on a more rational 
basis. One of his patients had contracted syphilis, 
for which he gave neoarsphenamine injections and 
was struck with their dramatic effect on the blood 
and x-ray picture. Subsequently he obtained 
uniformly good results with this form of treat- 
ment. Soon after Weingarten’s publication Chau- 
dhuri (1943) reported a typical case entitled eosino- 
phil lung. 


PATHOLOGY 


Because of the relatively benign course of the 
disease post-mortem observations have been very 
limited. Von Meyenburg (1942) on autopsy study 
of 4 soldiers suffering from Loeffler’s syndrome, 
who died accidentally, described that the lesions 
were like lobular pneumonia (diffuse broncho- 
pneumonic patches) with exudation in the alveoli 
containing 70 to 100 per cent eosinophil cells and 
also eosinophilic infiltrations of the alveoli and 
interstitial tissue. Giant cells formations were also 
observed. Broch (1953) reported in another autopsy 
that around some branches of bronchi there was 
intense leucocytic infiltration with a remarkably 
high proportion of eosinophil cells. Harkavy 
(1943) attributed the fugitive pulmonary infiltra- 
tions to congestion, oedema and thrombi in small 
blood vessels as well as infiltrations of the inter- 
alveolar septum with eosinophils and other cells. 
He also observed evidence of arteritis. Bayley et 
al, (1945) reported about the post-mortem exami- 
nation of a female who had asthma, bizzare x-ray 
changes and eosinophilia. Necropsy showed many 
irregular regions of increased density throughout 
the lungs. The histological appearance was that 
of an unusual type of organised pneumonia in 
which there were many eosinophils. In addition, 
thickening of arterial walls was noticed. Besides, 
bronchial lesions were also observed like those 
occurring in bronchial asthma viz., hypertrophy of 
the muscle of the bronchial wall though not so 
marked, plus eosinophilic exudate infiltrating the 
bronchial wall leading to the use of the term 
‘eosinophilic bronchitis or bronchiolitis’ by Meyen- 
burg as occurring in Loeffler’s syndrome. Granu- 
lomatous lesions have also been described. In 
India, Viswanathan (1947) described scattered areas 
of interstitial fibroblastic proliferation and eosino- 
philic infiltration with some of the adjacent alveoli 
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containing macrophages. A few areas containing 
giant cells (non-tuberculous) were also noted. 
According to him the changes were suggestive of 
chronicity. He further observed that inoculation 
of guineapigs with brain and lung filtrates yielded 
no positive result. 


CLINICAL FEATURES 


Features of interest observed in 167 cases ad- 
mitted to the hospital under the writer’s care are 
briefly presented in this paper. 

One of the characteristics was the intermittent 
character of the attacks appearing as bronchitis, or 
cold and cough ; sometimes the patients were en- 
tirely symptom-free. Some had bouts of fever 
while many were afebrile. Ten patients complained 
of indefinite but troublesome pain in the chest. 
Three had spitting of blood. 

The liver was enlarged in 52 cases, the spleen 
in 14 and the lymph nodes in 5. 

Lung symptoms were not constant and very 
often without asthma. Certain atypical cases were 
encountered. As many as 42 patients had no pul- 
monary complaints, and were admitted for some 
other ailments, mostly gastro-intestinal and the 
condition was detected accidentally. About 40 per 
cent of cases had evidence of upper respiratory 
tract infection or aliergy. Tonsillectomy was done 
in 2 boys with practically no effect on the eosino- 
philia. In another case with imperfect response to 
arsenical injections tonsillectomy was of value. 

Influence of associated infection—Eosinopenic 
response to acute febrile attacks due to associated 
infections was observed in 8 cases (Sen et al, 1956). 
It was noted that there was a remarkable fall in 
circulating eosinophils, though temporary, during 
the fever, but in most of them the count slowly 
began to rise within a week after the fever sub- 
sided and even reached near about the former 
level. 

The infection in all cases was either of the 
upper respiratory tract or similar to one causing 
‘short fever’ except in one who had measles. It 
is probable that in acute infections there is hyper- 
function of adrenals with liberation of epinephrin- 
like substance causing temporary depression of 
blood eosinophils through the pituitary-adreno- 
cortical axis. 


LABORATORY FINDINGS 


Blood-eosinophils—The most important feature 
of the cases was high eosinophilic leucocytosis, the 
absolute number of eosinophils in this series being 
2,000 to 40,050 per c.mm. and the total white cell 
count varying from 10,000 to 45,000 per c.mm. 
In the differential count the eosinophils ranged 
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from 20 to 90 per cent of the total white cells. 
The eosinophils were essentially mature segment- 
ed forms, not differentiated from normal cells. 
Occasionally some polylobular or vacuolated cells 
were found. No blast cells were seen. The counts 
fluctuated without any apparent cause. There was 
no constant correlation between the degree of eosi- 
nophilia and the intensity of symptoms. 

Bone-marrow—Bone-marrow smears showed in- 
crease of eosinophilic cells at all stages of deve- 
lopment with relative depression of neutrophilic 
cells. Normoblasts in general constituted 20 to 25 
per cent of nucleated cells. Megakaryocytes 
appeared active. 

Blood culture—The blood of a small number 
of patients was cultured during the febrile period. 
From the blood of three persons a fungus of the 
genus streptomyces was isolated, but on animal 
inoculation it proved to be non-pathogenic (Neogy 
et al, 1954) and was regarded as a contaminant. 

Wassermann and Kahn tests—False-positive but 
Kahn-negative reactions were obtained in a pro- 
portion of cases. 

Liver biopsy—The liver tissue obtained by 
needle biopsy from five patients showed cellular, 
mostly eosinophilic infiltration along the portal 
tracts in addition to large number of eosinophils 
in the sinusoids. 

Helminthic infection—About 25 per cent of 
cases had helminthic infection including ascaris 
ova in the faces of several patients and microfilaria 
in the peripheral blood of two. 

Mites—A search for mites in a series of cases 
following the technique of Carter et al (1944) was 
made usually with negative results (Chaudhuri 
et al, 1953). 

Spirochaetes—A search for spirochaetes was 
made in samples of bowel mucus obtained by 
washing out the lower bowel with a pint of dis- 
tilled water after an enema, and also in sputum. 
Out of 18 cases 16 showed spirochaetes in the 
bowel mucus and 8 in the sputum in variable 
numbers. For a comparison, 13 cases with other 
ailments were examined, two of them showing 
spirochaetes in the sputum and 2 in the bowel 
mucus. There appeared to be three types of spiro- 
chaetes that were found in small or large numbers 
viz., short ‘S’-shaped forms, longer and coarser 
ones and very fine close coiled spirochaetes. 

X-ray findings—Radiologically mottling, in- 
creased hilar shadows and increased striations were 
frequent findings in the lung field often occur- 
ring in combination. ‘Snow-storm’ appearance, 
mottling—fine or coarse, generalised or localised, 
and ground-glass appearance were the terms used 
by the radiologist in typical cases. Bronchial 
markings were often visualised even in the peri- 
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phery of the lung field and basal emphysema was 
sometimes noticed. The extent of the radiological 
findings did not always appear to be correlated to 
the severity of the symptoms. The eosinophil 
count often waxed and waned but not the mot- 
tlings, except in a few cases, though the patient 
might be free from symptoms. The radiological 
abnormalities in the lungs often regressed after 
treatment, and often reappeared with relapse. In 
others these changes persisted in spite of clinical 
cure. The pulmonary lesions were not necessarily 
dependent on the duration of the disease. Evidence 
of associated bronchiectasis, atelactasis and active 
or arrested tuberculous lesions was noticed in a 
few patients. 


TREATMENT 


Arsenic—Most of our earlier cases had intra- 
venous arsenical injections viz., neoarsphenamine 
or oxophenarsinehydrochloride in doses of 0°3 g. 
to 0°45 g. and 0°02 g. to 0°04 g. respectively given 
at interval of about 5 days, the average total 
number of injections being 6. Later, intramuscular 
injections of diethylamine acetarsol in a dose of 
3 c.c. for the adults, each c.c. containing 0°05 g. 
of pentavalent arsenic, at intervals of 3 days were 
used. The vast majority of the cases responded 
well to 6 to 10 injections. Many patients exhibit- 
ed an initial reaction with a rise in eosinophils 
and sometimes exacerbations of symptoms 
followed by subsequent improvement. In many, 
the response was striking, in some it was rather 
slow, the eosinophil count not returning to normal 
level until weeks after the completion of treat- 
ment, while a few appeared refractory. For in- 
stance, one child was admitted for generalised 
oedema diagnosed as ‘nutritional oedema’ which 
subsided with skimmed milk diet. Thereafter, the 
child had a migratory type of oedema (suggestive 
of Gnathostome infection) from time to time, 
sometimes with fever. This might not be a true 
case of tropical eosinophilia. No parasitic infec- 
tion was demonstrated but the child had a high 
eosinophilic ‘leucocytosis. A course of diethyl- 
amine acetersol was given without any effect what- 
soever. In patients with chronic asthma and 
emphysema, the clinical improvement was not 
striking although the eosinophil level had come 
down with treatment. One or more relapses 
occurred in about 20 per cent cases after varying 
periods following apparent cure. One patient 
had as many as four relapses in six years. Un- 
toward reactions were encountered by way of 
febrile attacks in a number of cases after each 
injection, agranulocytosis (Chaudhuri and Rai 
Chaudhuri, 1945) in one case and dermatitis in 
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two. Soamin was used in 10 cases, the initial dose 
for an adult being 2 gr. I.M. and subsequently in 
doses of 2 to 3 gr. at intervals of 2 days, on an 
average 25 gr. being the total dose used in 3% 
weeks. All but one responded well and no un- 
toward reactions were noticed. Oral preparations 
such as carbarsone were tried in a series of cases 
in doses of 1 tablet (0°25 g.) twice daily for 10 
days folowed by a second course after an interval 
of 10 days. Acetarsol was also used in a number 
of patients. The response appeared to be slow ; 
in some patients it was changed to arsenical in- 
jections. Fowler’s solution was found ineffective. 

Aureomycin—Aureomycin, (Chaudhuri, 1953) 
in doses of 0°25 to 0°5 g. 6 hourly for 10 days, 
was tried in 16 cases. Eight of them were cured 
(one of them required a second course) ; six had 
partial relief and 2 failed to respond even after 
the second course. The effect was striking in a 
few patients who were intolerent to arsenical in- 
jection. 

Emetine—Emetine hydrochloride in doses of 1 
gr. I.M. given on alternate days till a total of 
6-10 injections caused a remarkable effect in 3 
cases with £E. histolytica in stools but failed in 
several others. 

Diethyl carbamazine in daily doses of 12 to 
16 tablets (50 mg. each) for 7-10 days was found 
fairly effective in 10 out of 12 patients, the eosino- 
phil count in 4 of these cases being shown in the 
Table. It has been reported that the clinical 
results with piperazine derivative in doses of 13 
mg. per Kg. for 4 days compared well with those 
obtained with carbarsone (Ganatra and Lewis, 
1955). The effects of piperazine compounds on 
eosinophilia have also been observed by other 
workers (Martinez Baez and Tello de La Pena, 
1952 ; Galliard and Lariviere, 1953; Friess et al, 
1953 ; Faure et al, 1954). 

Adrenalin—Adrenalin injections (Chaudhuri, 
1951) % c.c. ILM. twice daily for 10 days caused 
temporary reduction of eosinophils in some cases 
but failed in others. 
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Other drugs—Antimony, bismuth, penicillin, 
streptomycin, sulpha drugs, antihistamins tried 
in a few cases appeared ineffective on eosinophilia. 

Prednisone—The drug has recently been tried 
by us in 9 cases of tropical eosinophilia with 
quick effect, clinical, radiological and haemato- 
logical in all but two. The dosage used was 10 mg. 
thrice daily for 7-10 days. One patient with severe 
asthmatic dysponea was relieved in a very short 
time. The circulating eosinophils were reduced to 
nearly normal limits within a week in most of 
then. The eosinophil count however tended to 
rise sooner or later after the completion of treat- 
ment, often associated with recurrence of symp- 
toms and reappearance of radiological mottling 
in the lung field. According to Esselier et al, 
(1954) the decrease in circulating eosinophils after 
‘glucocorticoids’ depends on inhibition of the re- 
lease of eosinophils from the bonemarrow and on 
an increased destruction of eosinophils by the 
reticulo-endothelial system. 


AETIOPATHOGENESIS—A DISCUSSION 


In this condition there is increased production 
in the bone marrow of eosinophil cells which cir- 
culate in the blood and also infiltrate the tissues, 
especially the lung. The skiagrams of the pulmo- 
nary lesions have been interpreted as due to 
oedema, exudate, eosinophilic infiltration, atelec- 
tasis or pneumonitis. The reaction may be of short 
or of long duration ; it may involve alveoli and 
also bronchi; asthma perhaps occurs when the 
latter is affected. We know how to diagnose and 
how to treat the disease but without a knowledge 
of the causative agent or how it is disseminated. 
The fact that the disease responds to treatment 
with a variety of unrelated medicaments further 
complicates the search for the cause of the con- 
dition. 

The two important possibilities are that it is 
an allergic condition and that it is an infection. 
It may be a combination of both, i.e., an allergic 


‘TABLE—SHOWING THE EFFECT OF PIPERAZINE COMPOUNDS ON EOSINOPHILIC COUNT IN 4 CASES 


Count per c.mm. after completion of course in weeks 


Initial count 


Total % 
S.B 19, F 24,864 74 17,520 73 
AC. 36, M 7,040 40 4,556 34 2,448 
JS 20, M 13,440 60 8,400 50 
32 


2nd 3rd 4th 5th 
% Total % Total % Total % 
78 21,760 68 — 4,050 25 
24 4,416 32 1,880 20 1,320 15 
5,280 40 3,060 30 1,760 20 
12 one am 


ve 
| 
<i 
: 
< 
<a 
Fol 


SEPTEMBER 16, 1956 


reaction to some underlying infection or infesta- 
tion. But so far no single antigenic substance or 
infective agent has been detected. Helminths, 
mites, bacteria, spirochaetes, and virus have been 
suspected. This would indicate that there is 
possibility of multiple infecting agents of the 
disease and that the pulmonary changes may be 
due to hypersensitive reaction of the- lung tissue to 
one or more varieties of allergens. Respiratory 
symptoms, eosinophilia, lung infiltration, variable 
effect of adrenalin and dramatic response to 
A.C.T.H. (Sanjivi et al, 1955), cortisone and 
hydrocortisone (vide supra) though temporary are 
indirectly suggestive of an allergic process which 
is linked with eosinophilia. Most of the conditions 
with prominent eosinophilia are considered to have 
an allergic basis. The commonest mechanism of 
eosinophil increase in blood and tissues is believed 
to result from an antigen-antibody reaction, i.e., 
a response of sensitised tissue to contact with 
sensitising antigen, as for examples, in serum sick- 
ness, parasitic infections, etc. It should be noted 
that sensitisation itself does not evoke eosinophilia, 
unless the sensitive person has been re-exposed to 


the antigen. Moreover, antigen-antibody union - 


may occur during re-exposure without any increase 
in circulating eosinophils ; consequently eosino- 
philia is not an invariable finding in allergic cases 
(Editorial, 1953). 

The apparently specific effect of arsenic, aureo- 
mycin and piperazine compound in the majority 
of cases points to infection of some kind. If it 
is due to infection, blood borne infection with 
bacteria or virus seem§ rather unlikely since trans- 
fusion of 250 c.mm. blood from patients with 
marked eosinophilia and lung symptoms caused no 
significant reaction in any of the three recipients 
at least within the period of several months so far 
observed by us. The therapeutic efficacy of the 
drugs mentioned, particularly arsenic and pipera- 
zine, is suggestive of infection with intestinal or 
tissue parasites while the circulatory and respira- 
tory changes may be an allergic response to it. 
Microfilaria have been reported to be present by 
some workers (Van der Sar and Hartz, 1945) in 
the gland biopsy of massive eosinophilic cases, 
while others have failed to confirm this finding. 
In some areas of Africa, infestation by Filarial 
worm Acanthocheilonema perstans is known to 
cause eosinophilia of 70 per cent or more (Edito- 
rial, 1948). Loeffler’s syndrome was attributed to 
migration of ascaris larvae in the lung and also 
to allergic reaction. According to Westwood and 
Levin (1951) ascariasis was a common association 
with the condition. In Frimodt-Méller and 
Barton’s series, 48 per cent had infection with 
intestinal parasites, but the infection rate was 
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even less in those with the highest eosinophil 
count. Ball (1950) also found intestinal parasites 
in 48 per cent of his cases against 58 per cent 
among a large series of control. In our series 
ascaris ova were found in the stool of several cases 
and microfilaria in the blood of two patients only. 
But the proportion of cases showing ascaris or 
other helminthic infection was not higher than 
that in our hospital cases suffering from other 
diseases, ‘Treatment of intestinal helminths has 
not significantly influenced the eosinophilic con- 
dition. But failure to demonstrate parasites or 
ova cannot definitely invalidate the parasitic role 
in this condition. There is another clinical entity 
of comparatively recent recognition, known as 
visceral larva migrans, believed to be due to the 
invasion of human system by nematode larvae of 
species naturally adapted to hosts other than man 
(Beaver et al, 1952, Smith and Beaver, 1953). The 
clinical event is characterised by symptoms of 
chronic hypereosinophilia, hepatomegaly, mode- 
rate pulmonary infiltration, fever, cough, and 
hyperglobulinaemia. 

It is worthwhile to mention in this connection 
that the author (Chaudhuri and Chakravarti, 
1949) has noted an increase in the globulin con- 
tent of blood in a number of patients suffering 
from tropical eosinophilia. The eosinophilic in- 
vasion of hepatic tissue revealed by liver biopsy, 
Stated before, is also a common occurrence in 
visceral larva migrans. 

Spirochaetal infection is a probability in view 
of the ready response to arsenic and frequent 
Herxheimer type of reaction in the early phase of 
treatment. Spirochaetes have been found in the 
sputum by Shircore (1951) in Africa and in the 
faeces by Ganatra and Lewis (1955a) in Bombay. 
We have also found spirochaetes in samples of 
bowel mucus and sputum from such patients more 
often than in control or treated cases. But the 
fact that non-pathogenic spirochaetes are normally 
found in many mucous surfaces renders a search 
for the pathogenic one in such situations rather 
difficult. 

Allergy in tropical eosinophilia would, there- 
fore, appear to be of the infection-allergy type. 
In this condition there is an abnormal eosinophilic 
response or hyper-eosinophilia with lung invasion, 
the eosinophil cells having special affinity for 
tissue infiltration. Eosinophilic invasion of tissues 
is found in many pathological conditions, mostly 
allergic, with or without blood eosinophilia as 
manifested in the sputum of asthmatics, nasal 
secretions of vasomotor rhinitis, pleural fluid 
associated with tuberculosis or tropical eosino- 
philia, cerebro-spinal fluid in cysticercosis of the 
brain. Pyloric hypertrophy due to massive eosino- 
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philic infiltration has been observed in a patient 
with persistent eosinophilic leucocytosis. Recently 
we encountered a female patient with allergic der- 
matitis, the vesicle fluid containing mumerous 
eosinophils but there was no blood eosinophilia. 
It is worth noting that the syndrome of tropical 
eosinophilia may be manifested in ways other than 
through the lungs. Abdominal symptoms have 
been noted with or without pulmonary symptoms 
in tropical eosinophilia (Chaudhuri et al, 1954). 
Forty two cases of the present series had mostly 
abdominal complaints and no respiratory symptom 
or sign. The antigen-antibody reaction appears 
to be of protean nature and may affect more than 
one organ. Eosinophilia also occurs in other con- 
ditions. In Hodgkin’s disease there is more con- 
stant tissue eosinophilia than blood eosinophilia. 
Rise of eosinophil level in the peripheral blood 
has been noted after splenectomy (Chaudhuri et 
al, 1955 ; Saha and Chaudhuri, 1956) and following 
the administration of liver (Whitby and Britton, 
1953). Very little is known of the actual mechanism 
that regulates eosinophil production. 

The role of suprarenal cortex in the regulation 
of eosinophil level in the circulating blood is well 
recognised, but the precise modus operandi is yet 
to be known. It may be a depressive influence 
on the production centre at the marrow level, 
an increased destruction in the peripheral blood 
or a selective diversion to the accessible sinusoidal 
member of the reticulo-endothelial system like the 
spleen. This has also been conceived to be 
brought about as a result of an interference with 
the antigen-antibody reaction believed to be 
responsible for eosinophilia, either by inhibiting 
the antibody formation or influencing the reaction 
through an unknown mechanism. Adrenocortical 
functional integrity can be assessed with the help 
of Thorn’s test, when 25 mg. of ACTH injected 
I.M. brings about a drop in the circulating eosino- 
phils by about 75 per cent after a time interval 
of 4 hours and there is a corresponding rise of 
neutral 17-ketosteroid excretion in the urine. 
Adrenocortical activity in tropical eosinophilia 
militates against the suggestion of an acute infec- 
tion, where it is usually a state of eosinopenia that 
is usually met with. Eosinophilia again is known 
to be a commonly encountered feature in allergic 
disease, ascribed to be an expression of antigen- 
antibody reaction, and an interference with the 
reaction may account for the favourable response 
of the condition to steroid hormones. This perhaps 
goes to lend a ready support to the allergic basis 
of tropical eosinophilia, where a measurable 
degree of eosinopenic response along with clini- 
cal and radiological improvement, though tem- 
porary, is obtained with ACTH and/or cortisone. 
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Therapeutic effect of adrenocortical hormones in 
tropical eosinophilia resulting probably from a 
control of the allergic front is only short lived. 
Indeed, if the diseases were of the infection- 
allergy type, treatment of infection would obvi- 
ously be essential. Recurrences or relapses that 
are not uncommon may be explained by subse- 
quent allergic’ response precipitated by the same 
or allied allergen. 
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SCRUB TYPHUS TREATED WITH 
ANTIBIOTICS 


T. N. MATHUR, D.7.M., P.C.M.S., 
Asstt. Bacteriologist, Government of Punjab, Karnal, 


K. N. DATTA, us.Mr., 
Civil Hospital, Karnal, 
AND 
R. N. SOOD, 
Civil Hospital, Shahabad. 
It has been seen that cases of fever get admitted 


to the hospitals in Karnal District in greater 
number during and after the rainy season. Some 
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of these cases on admission are toxaemic, stupo- 
rose, drowsy, delirious, mentally dull, apathetic 
and prostrated. Some of them afe even uncon- 
scious and have rigidity of the neck and may be 
generally mistaken for cases of meningitis. Some 
cases of this type came to our notice when scrub 
typhus from Punjab was reported (Mathur and 
Suri, 1953 ; Mathur and Datta, 1954). Chaudhuri 
and Chakravarti (1949) reported 20 cases of scrub 
typhus, only three of whom, showed signs of 
meningeal irritation and nuchal rigidity. Five 
cases of scrub typhus (Table 1) mistaken for cases 
of meningitis are described. 

Case 1—C.D., a 55 year old man, was admitted on 
7-9-55 with a history of 11 days’ continuous fever, becom- 
ing unconscious and delirious a week after the onset of 
the fever. He was incontinent of urine. There was no 
rash or eschar, the neck was rigid. He was put on 
sulphadiazine and penicillin but as there was no im- 
provement even after 3 days, a lumbar puncture was 
done. The finid was under normal tension and clear. 
Blood culture was sterile. Widal showed a titre of 
1 in 50 for T.O. only. The Weil-Felix test, however, 
showed a titre of 1 in 500 for OXK, OX2 and OX19 
being negative. A diagnosis of scrub typhus was made 
and the patient was put on chloramphenicol 250 mg. 
six hourly. The response was immediate and after | g., 
the drug was discontinued and he was put on sulpha- 
diazine and penicillin with the result that two days 
later his fever relapsed. He was again put on the 
same dose of chloramphenicol. His fever carse down 
(Fig. 1), his mental condition cleared up and he was 


Fic. 1—SHOWING RESPONSE To ANTIBIOTICS (CASE 1). 


discharged cured from the hospital on 26-9-55. His 
blood was again tested on 13-9-55, i.e., three days after 
the first test, it showed a rise in titre of OXK from 
1 in 500 to 1 in 1225. 


Case 2—D.S., a thirty five year old farmer, was ad- 
mitted on 19-9-55 with history of fever for 14 days. On 
examination the patient looked seriously ill and had a 
vacant expression responding only when called loudly. 
‘He was incontinent of urine. The neck was slightly 
rigid. Plantar reflexes were normal, Because of the 
slightly raised total leucocyte count and the increase 
of polymorphs (Table 1) and stiffness of the neck, he 
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was put on 4 lakh units of procaine penicillin on ; 
19-9-55. This was repeated on 20-9-55 but his condition P Chloramphenicol ‘ 
became more serious. Scrub typhus was suspected on hd 
21-9-55 when an injection of tetracyline was given. The oF 
injection was repeated after twelve hours. Within 24 ay 
hours the patient’s temperature came down to normal 
(Fig. 2) although he still looked mentally confused. 
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Fic. 2—SHOWING RESPONSE TO ANTIBIOTICS (CASE 2). 


He was put on aureomycin 250 mg. eight hourly. He 


FIG 3—SHOWING RESPONSE To ANTIBIOTICS (CASE 3). 


Case 3—B.R., a twenty year old female, was ad- 
mitted on 27-10-55 with a history of 12 days’ continuous 


fever. The fever had come with chill and she had also 
complained of headache, later on she became delirious. 
On examination she was semiconscious, looked apathe- 


improved steadily. On 22-9-55, ie., on the 17th day 
of his illness Widal and Weil-Felix tests were done, 
the results of which are shown in Table 1. 


TABLE 1—SHOWING CLINICAL FEATURES AND LABORATORY FINDINGS OF THE REPORTED CASES 


Duration State of Poly Mono Lympho Weil-Felix Bl 
Case No., of fever cons- Rash W.B.C./ Widal OXN) Result 
Age & Sex indays ciousness  ¢-mm. per cent 
1 55M* ll Un- Nil 10,500 88 12 — 1lin50 1in500 Rigid Cured with 
conscious titre rose Positive chloram- 
to lin phenicol 
1250 
2 35M 14 Dull Nil 10,300 4 — Negative 1 in 250 Slight Cured with 
Negative tetracycline 
3 20r 12 Semi- Nil 4,000 38 48 14 1in50 1 in 250 Slight Cured with 
conscious rose to Negative chloram- 
1 in 800 phenicol 
4 30M 15 Dull Nil 6,000 76 24 — Negative 1 in 250 Slight Cured with 
Eschar Negative chloram- 
phenicol 
5 33M 14 Dull and Rash 4,300 64 6 — Negative Negative Rigid Prompt res- 
apathetic Eschar later Positive ponse to 
positive chloram- 
1 in 160 phenicol 
and cured 


N.B.—C.S.F. normal in all the cases. 
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tic and dull. The spleen was soft and was enlarged 
one finger below the costal margin. Rhonchi and crepi- 
tations were present in both the lungs. The neck was 
slightly rigid. Results of examination of blood are 
shown in Table 1. The Weil-Felix titre 2 days later 
rose to 1 in 800. Even before the result of the first 
Weil-Felix test was received she was suspected to be 
suffering from scrub typhus and was put on chloram- 
phenicol 250 mg. four hourly. Her temperature fell 
from 103-8°F to normal 12 hours after the administra- 
tion of the drug (Fig. 3). She gradually regained 
consciousness and was discharged cured. Altogether 
45 g. of the drug was given to her. 

Case 4—T.S., a thirty year old farmer, was admitted 
on 22-9-55 with a temperature of 104°F in a dazed con- 
dition. His neck was slightly rigid and the eyes were 
congested. Examination of the lungs showed both 
rhonchi and crepitations. He had an eschar on the 
right side of the chest below the axilla. He was diag- 
nosed to be suffering from scrub typhus and was put 
on chloramphenicol 250 mg. six hourly. Inspite of the 
temperature becoming normal ((Fig. 4) after 24 hours 


Chloramphenicol 
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Fic, 4—SHOWING RESPONSE TO ANTIBIOTICS (CASE 4). 


the patient remained a_ little dazed. His sensorium 
cleared gradually and he was discharged cured. He 
was given a total dose of 4 g. of the drug. 

Case 5—P.D., a 35 year old male, had on 22-8-54 a 
rise of temperature with a chill which increased in in- 
tensity and soon became continuous; on the 5th day an 
erythematous rash was noticed all over his body but 
more marked on the abdomen and the back. He com- 
plained of severe headache and became drowsy. The 
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state of his consciousness deteriorated and he was ad- 
mitted to the Civil Hospital, Karnal, on 5-954. On 
examination his neck was rigid, the spleen was enlarged 
2 fingers below the costal margin and was firm. The 
inguinal glands on both the sides were enlarged and a 
necrotic ulcer was seen in the lumbar region of his back 
in the middle line. The rash was fading. On the 
strength of our previous experience and without waiting 
for the result of the serological tests we decided to treat 
the case as one of scrub typhus. He was put on chloram- 
phenicol 250 mg. four hourly, It had a remarkable 
effect, the patient regained consciousness after 24 hours 
and the temperature also fell to 1006°F. After 36 hours 
the temperature became normal and the patient made 
an uneventful recovery. The first Widal and Weil-Felix 
tests were negative but when repeated 20 days after 
the onset of the fever the Widal was found to be nega- 
tive, but the Weil-Felix test was positive with a titre 
of 1 in 160 for OXK. 

Two patients admitted in an unconscious state, with 
rigidity of the neck, had positive Weil-Felix test for 
OXK. No antibiotics could be administered and both 
died. 


DISCUSSION 


The diagnosis was made on the clinical condi- 
tion of the patient, positive Weil-Felix test and 
negative findings in the cerebrospinal fluid. In 
Cases 1, 3 and 5 there was a rising titre for OXK. 
In Cases 2 and 5 only a single Weil-Felix test 
could be done, but in all of them the titre of OXK 
was | in 250. In none of the cases was the titre 
of OXK less than | in 250. According to Krishnan 
et al (1949) 90 per cent cases of scrub typhus show 
a titre of 1 in 125 to 1 in 250 and only 10 per cent 
show a titre above 1 in 500. In Case 5 a titre of 
1 in 160 was reached on the 20th day, previous to 
this he had shown a negative reaction to OXK 
and before the 20th day it was difficult to say with 
certainty that he was a case of scrub typhus. Such 
cases of scrub typhus and others who show a 
negative Weil Felix test may be missed and die 
unless they are treated with antibiotics known to 
be useful in the treatment of the disease. All 
the cases were serious. In Case 1 the drug was 
withdrawn early and he got a relapse which was 
controlled by the re-administration of the anti- 
biotics. Cases which received penicillin and sul- 
phadiazine under a wrong provisional diagnosis of 
meningitis did not respond to the treatment. Of 
the five cases, two had an increase of polymorphs. 
Such a thing may happen in some cases of scrub 
typhus. Case 5 showed increased monocytosis 
which occurs in some cases of typhus. The cere- 
brospinal fluid was normal in all the cases. All 
the cases except one came from the rural areas. 
Eschar was noticed in Cases 4 and 5. These are 
the only cases of scrub typhus in Karnal in whom 
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an eschar has so far been found. Only one case 
(Case 5) showed rash. Krishnan et al (loc. cit.) 
have reported rash in only 20 per cent of all their 
cases of scrub typhus. 


SUMMARY 


Results of treatment with antibiotics in five 
cases of scrub typhus who got admitted to the 
hospitals in Karnal are reported. In areas where 
there is possibility of the occurrence of scrub 
typhus the disease must be differentiated from 
cerebrospinal and enteric fevers. ‘Treatment in 
such cases should not be withheld because of the 
grave prognosis and must be given soon after 
the blood has been obtained for culture and sero- 
logical tests. The drugs of choice being chloram- 
phenicol, chlortetracycline, oxytetracycline or 
tetratcycline and not penicillin and sulphadiazine 
which are not effective in scrub typhus but are 
usually given under a mistaken diagnosis of 
meningitis, 
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A PRELIMINARY STUDY ON THE TREAT 
MENT OF MALARIA WITH QUININE-CAL- 
CIUM GLUCONOGALACTOGLUCONATE 


M. N. JINDAL, 
Ahmedabad. 


In an earlier experimental study on the toxi- 
city of quinine-calcium gluconogalactogluconate 
(QCGGG) on the cardiovascular system of dogs, 
it was demonstrated that QCGGG is a much safer 
drug when administered parenterally as com- 
pared with quinine (Jindal, 1955). Encouraged 
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with this experimental study in dogs, a clinical 
study of about 40 established cases of malaria was 
undertaken with a view to find out the efficacy of 
QCGGG in human malaria and its toxicity, if 
any, on parenteral administration. 


Similar work has already been done chiefly by 
Perret-Gentil (1956) who made an extensive study 
of QCGGG injections in the treatment of malaria. 
He has tried QCGGG injections in 38 patients who 
received altogether over 500 injections of QCGGG 
by the intravenous route. Not the slightest acci- 
dent or untoward reaction has been reported. It 
was found that QCGGG alone can stop the deve- 
lopment of a malignant tertian attack and lead to 
defervescence. The parasites disappear from the 
circulating blood on the second or the third day 
or in exceptionally severe cases on the fifth day. 
Similar observation has been made by Salgodo 
(1946) who has ‘treated hundreds of malaria cases 
with QCGGG with excellent results’. 


In the present study the following procedure 
was adopted for the clinical trial : 


Malarial parasite positive cases were selected 
and given a course of QCGGG. The injections 
were given each morning by the intravenous route 
very slowly. On an average the time taken for 
each injection was between 4 to 5 minutes. The 
dosage was calculated according to the age of the 
patient. For an adult a daily dose of 10 c.c., 
between 7 to 15 years, 5 c.c. and between 4 to 7 
years, 2 c.c. was given daily for 4 days. A 10 
per cent solution of QCGGG was used without 
dilution. The blood films were checked on the 
4th day and then subsequently every week for 
four weeks. Each patient was instructed to report 
at any time there were signs of fever in between 
the weeks. Day to day clinical progress, reactions 
and toxicity were noted. 

Results and observations have been tabulated 
(Tables 1 and 2). 


TABLE 1—SHOWING THE Type OF MALARIAL INFECTION AND 
THE NUMBER OF CASES WHICH SHOWED SPLENIC 
ENLARGEMENT 


No. of cases 


No. of cases with splenic 


Type of malarial 


parasite treated enlargement 
Benign tertian i 13 5 
Malignant tertian 23 16 
Mixed (B.T. and M.T.) ... 4 2 
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Taste 2—SHOWING THE ANALYSIS OF THE RESULTS AFTER 
THE QCGGG TREATMENT 


Benign Malignant Mixed 
tertian tertian infection 


No. % No, % No % 


Apyrexial 

Ist day 2 2 500 

2nd day 740638 

3rd day i 40 — 
Spleen regression .. 4 800 14 607 2 100 
Side effects: 

Nausea, vomiting 

and diarrhoea ... 1 76 1 43 
Giddiness 76 62 8-6 


Relapses i562 6 B38 2 80 


It is quite evident from Tables 1 and 2 that 
there have been from slight to nil reaction in most 
of the cases. The slight reactions have been in 
the nature of nausea, vomiting and giddiness 
immediately after the injections. There was 
no appreciable change in the pulse or blood 
pressure which was constantly watched in all the 
cases. Regarding the clinical efficacy most of the 
patients became afebrile after the first injection 
except seven out of forty that is 17 per cent which 
became afebrile after the second injection. Re- 
lapses were high as seen in 10 out of 40 cases 
that is 25 per cent which had to be administered 
a second or third course of QCGGG injection. 
The relapses occurred at different times varying 
from one week to four weeks after the conclusion 
of the 4 day treatment. The enlargement of the 
spleen varied from just palpable to three fingers 
below the costal margin. The spleen regressed 
in 21 cases within four days to two weeks. A 
course of QCGGG consisted of 4 injections in most 
of the cases except in those cases which showed 
relapses. Blood films were negative after the 
course of QCGGG injections except for the game- 
tocytes which persisted or appeared after the 
course of QCGGG injections, showing thereby 
that the drug has no action on the gametocytes. 


SUMMARY 


1. In the present study with QCGGG clinical 
cure has been attained in 75 per cent of cases 
while relapses have been seen in 25 per cent of 
cases. 

2. QCGGG has been found effective against 
B.T. and M.T. type of parasites but ineffective 
against their gametocytes. 
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3. The drug is not meant for routine treat- 
ment of malaria. 
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COMPLEMENT VALUES IN EXPERIMEN- 
TALLY INDUCED DEFICIENCY 
STATES IN GUINEA PIGS 


C. MOHAN RANGAM, J. CHANDRA, 
AND 
A. N. RAI CHOWDHARY, 


Department of Pathology & Bacteriology, 
M. G. M. Medical College, Indore. 


Complement, one of the essential factors in 
antigen-antibody reactions, is normally present in 
the sera of all men and animals. Its activity 
varies widely in the sera of different species and 
equally strikingly in the same species. Amongst 
all laboratory animals, guinea pig serum contains 
complement of the highest concentration and 
constancy. 

Numerous views have been put forward re- 
garding the origin and chemistry of complement 
and the many factors influencing compiement 
activity of sera have been studied experimentally, 
in the past. Ecker et al (1938) and Chu and Chow 
(1938) concluded that in guinea pigs, complement 
values depended directly on serum ascorbic acid 
concentration whilst Spink et al (1942) found no 
such relationship. 

The low complement values observed in guinea 
pigs, during winter months, have been attributed 
by some workers to a dietetic deficiency associat- 
ed with a lack of green food but there have been 
very few experimental publications correlating 
complement values with vitamin A content of 
blood. The effect of protein deficiency on com- 
plement has likewise received very little attention. 

The present study has been undertaken to 
investigate the effect of deprivation in diets of 
(i) vitamin A and (ii) methionine and cystine. 
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TaBLe 1—SHOWING Diets GIVEN, AVERAGE SERUM VITAMIN 
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CONTENTS AND AVERAGE COMPLEMENT VALUES 


Ist day 10th day 20th day 
Diet Vitamin Complement Vitamin Complement Vitamin Complement 
Devoid of vitamin A 100 units % 48-33 20 units % 50-0 not done 54-0 
Devoid of vitamin C 2:3 mg. % 40-0 1-3 mg. % 71-0 1-8 mg. % 62-0 


TABLE 2—SHOWING AVERAGE COMPLEMENT VALUES WITH A METHIONINE AND CYSTINE EXCLUDED Durst 


Nature of animals ist day 10th day 
Experimental 66-66 66-66 
Control ope oss 50-0 65:0 


The controversial role of vitamin C in complement 
values has also been re-examined. 


MATERIAL AND METHODS 


Three groups of 6 guinea pigs each (groups 
1, 2 and 3) were employed in the experiment and 
one group of 8 animals served as the control 
(group 4). Groups 1, 2 and 3 were maintained on 
diets devoid of vitamin A, methionine and cystine 
and vitamin C respectively (Schedules A, B and 
C). The control group was maintained on a 
balanced synthetic diet (Schedule D). All the 
animals were bled consecutively at 10 day inter- 
vals and the serum complement values estimated 
as also the vitamin A and vitamin C contents in 
groups 1 and 3 respectively. Because of the poor 
condition of the animals, the experiments relating 
to groups 1 and 3 were terminated after three 
weeks while with group 2, it was possible to con- 
tinue the experiment for 6 weeks. 

Complement was estimated in terms of its 
haemolytic activity against a 3 per cent suspen- 
sion of sensitised sheep red cells. The highest 
dilution of the serum causing complete haemo- 
lysis of sensitised sheep red cells, after incubation 
at 37°C for half an hour, was regarded as the com- 
plement titre and the reciprocal of this was desig- 
nated as the complement value. 

Vitamin A content of sera was estimated by 
the modified method of Pett and Lepage (1940) 
and vitamin C by the technique of Mindlin and 
Butler (1938). 


RESULTS 


The results are recorded in Tables 1 and 2. 


20th day 30th day 40th day 
51:7 45-0 30-0 
56-66 74-0 60-0 


Elimination of vitamin A from the diet caused 
a lowering of serum vitamin A content but there 
was no corresponding alteration in complement 
values. 

Deprivation of methionine and cystine caused 
a gradual but definite fall in complement values. 


Deprivation of vitamin C influenced serum 
ascorbic acid levels to a minor degree but did not 
lower complement values. 


The fluctuation in complement values observed 
in vitamin A and vitamin C deprivations does not 
appear significant, since it was also noted in 
control animals maintained on balanced diet. 


COMMENTS 


The essential role of complement in antigen- 
antibody reactions, though disputed earlier by 
Dale (1913), is now an accepted fact. Complement 
thus assumes an important place in humoral 
immunity and its quantitative variation in the sera 
of individuals should cause corresponding altera- 
tion in their immunity to infection. 


Several other factors, such as vitamin de- 
ficiencies, disordered nutrition and certain diseases 
have been independently correlated with diminu- 
tion of immunity to disease and it is but natural 
that efforts should be directed towards under- 
standing the relationship, if any, between such 
factors and complement. 

Vitamin A has for long been described as an 
anti-infective vitamin, supposed to help resistance 
to infection by direct participation in immunologi- 
cal reactions. However, since Wolbach and Howe 
(1926) demonstrated widespread epithelial atrophy 
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followed by squamous metaplasia and keratinisa- 
tion, in vitamin A deficient animals, it has been 
generally accepted that vitamin A plays its anti- 
infective role only through its ability to maintain 
epithelial integrity. 


The results of the present experiment, i.e., the 
gross reduction in serum vitamin A content of 
guinea pigs maintained on vitamin A deprived 
diet, with no corresponding alteration in serum 
complement values, would appear to prove that 
vitamin A deficiency does not alter the level of 
immunity through its effect on serum complement. 


The gradual but definite fall in complement 
values on a diet deprived of methionine and 
cystine is interesting, particularly since the amino 
acids in question are known to be “‘liver protec- 
tive’ in nature. This would be in keeping with 
the observations of Ehrlich and Morgenroth 
(1900) and Dick (1913) who demonstrated a reduc- 
tion in complement values of rabbits receiving 
hepato-toxins. 


Is it likely then that serum complement acti- 
vity is related to liver integrity? Is its reduc- 
tion in disease and malnutrition with the resultant 
lowering of resistance to infection, directly attri- 
butable to hepatic damage? Our own observations 
in further experiments, to be published, indeed 
point in this direction. 


Deficiency of ascorbic acid in animals and 
human beings has been observed to impair their 
defensive reaction to infection. Many attempts 
have been made to correlate this anti-infective 
activity more specifically with factors participating 
in immunological reactions. Conflicting views 
have been held by workers, regarding the relation- 
ship between complement activity and serum 
ascorbic acid levels, some noting a significant 
alteration in the former with a change in the 
latter and others refuting any such connection. 


Our own results would indicate that it is doubt- 
ful if complement activity is at all influenced by 
deprivation of ascorbic acid. As such, the anti- 
infective activity of ascorbic acid would not appear 
to be achieved through complement. 


SUMMARY 


Complement values in 26 guinea pigs (includ- 
ing controls) subjected to deprivation of vitamin 
A, methionine and cystine, and vitamin C, have 
been estimated. - 

Deprivation of vitamin A in diet, caused lower- 
ing of its serum content but no corresponding 
change in the complement. 
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Exclusion of methionine and cystine produced 
a gradual but definite fall in complement values. 
A suggestion is made that this is due to hepatic 
damage. 

Deprivation of vitamin C caused no alteration 
in serum complement. 

It is concluded that the anti-infective activity of 
vitamin C, observed by previous workers, is not 
achieved through complement. 


DIET SCHEDULES A, B, C AND D 


SHOWING RELATIVE PROPORTIONS OF THE CONSTITUENTS 


Constituents Sch.A Sch.B Sch.C Sch. D 


Starch 300% 300% 300% 
Sucrose... oe 25-0% 25°0% 
Olive oil ... 40% 40% 40% 40% 
Casein hydrolysate 14-0% 14-0% 14-0% 
Tryptophane one 034% 034% O38% 


Cystine... 0-33% 0-0% 033% 
Methionine ose 0°33% 0-0% 
Salt mixture 2-0% 2:0% 
Vitamin D .-. 300 units 300 units 300 units 300 units 


N.B.—All the animals were allowed to feed ad lid. 
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CASE NOTES 


NEUROMYELITIS OPTICA WITH XANTHO- 
CHROMIA OF CEREBROSPINAL FLUID 


H. GANGULI, m.. (CAL.), 
AND 
I. S. ROY, M.B.B.s., D.O.M.S. (CAL.), 


Department of Medicine, 
Medical College Hospitals, Calcutta. 


Since the publication of the full description of a case 
of neuromyelitis optica by Erb in 1879 over two hundred 
of such cases have been reported from several parts 
of the world. Five cases have been reported so far from 
India. McIntyre and McIntyre from America reported for 
the first time in 1952 three cases of neuromyelitis optica 
with xanthochromia and spinal block. As far as we can 
see a similar case has not been reported from India. 


CASE REPORT 


M. I., Muslim male, aged 42, a tailor, was 
admitted into the hospital on 30-1-56 for difficulty 
of breathing, paraplegia and loss of vision in both 
eyes. The illness started 7 weeks ago with fever 
lasting for 2-3 days. This was followed 2-3 days 
later by pain in the back and waist with weakness 
in the lower limbs. He developed sensory loss in 
the lower half of the body and difficulty in passing 
urine and stools after 4 weeks from the onset. A 
fortnight later he noticed dimness of vision in both 
eyes. Condition becoming aggravated he got him- 
self admitted in a hospital where suprapubic 
cystostomy was done. 


Past illness, family history and personal history 
were of no significance. 


Nervous system—On examination all the cranial 
nerves were normal, except the optic (described 
later). There was complete loss of power in both 
the lower limbs with flaccid type of paralysis, and 
moderate loss of power in both the upper limbs 
with spasticity. All varieties of skin sensations 
were absent upto the level of the 3rd intercostal 
space. The deep reflexes of the lower limbs were 
lost. The biceps jerk was exaggerated on both 
sides. Both plantar and abdominal reflexes were 
absent. There was no control over the movement 
of the bowels. 

Examination of eyes showed that in both the 
eyes there was no perception of light. Pupils were 
dilated and not reacting to light. Movements were 
normal in all directions but painful. Fundii oculi 
showed optic neuritis with 2 dioptres of swelling 
of the disc. 


The diaphragm was very weakly acting and 
the intercostal muscles not at all acting. Other 
systems were normal. 

Laboratory investigations—Haemoglobin 10 g. 
per cent. R.B.C.—4'5 million per c.mm., W.B.C. 
12,000 per c.mm. with neutrophils 75 per cent, 
lymphocytes 24 per cent, and eosinophils 1 per 
cent. W.R. was negative. Urea 45 mg. and N.P.N. 
39 mg. per 100 c.c. respectively. 


The cerebrospinal fluids was clear and yellow 
with a normal rate of flow. Sugar—36 mg., chlo- 
ride—640 mg., protein—950 mg. per 100 c.c. res- 
pectively. Lymphocytes—12 per c.mm. W.R. was 
negative. Langes colloidal gold reaction—paretic 
type (55543200000). 

Stools and urine—No abnormality was present. 


The patient had a rise of temperature ranging 
between 99° and 101°F for 4 days after admission. 
There was progressive development of paralysis 
of both the upper limbs, dysarthria, dysphagia and 
bed sores over pressure points. He died of respi- 
ratory failure due to ascending paralysis on the 
18th day after admission. He was kept in iron 
lung throughout his stay in the hospital. 


DISCUSSION 


Myelitis and optic neuritis in a middle aged man of 
42 and the fatal termination due to the ascending nature 
of the paralysis conform to the diagnosis of neuromyelitis 
optica. 

The interesting feature of this case is the presence 
of xanthochromia with high protein content of the C.S.F. 

In two of the cases reported by McIntyre and 
McIntyre (1952) xanthochromia was due to spinal block 
resulting from cystic adhesive arachnoiditis proved by 
laminectomy. Our case is similar to those reported by 
McIntyre and McIntyre (loc. cit.) so far as xanthochromia 
is concerned. The patient’s general condition did not 
allow further investigations. 


SUMMARY 


A case of neuromyelitis optica with xanthochromia of 
the cerebrospinal fluid is reported. 
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THE PROBLEM OF ACUTE PYOGENIC 
INFECTION IN PATIENTS 
HYPERSENSITIVE TO PENICILLIN 


P. MAZUMDER, (CAL.), 
Palasbari, Assam. 


INTRODUCTION 


With the advent of penicillin, acute infections caused 
by gram-positive organisms have lost much of their viru- 
lence. Toxic reactions are few and far between, thus 
enabling us to take advantage of this widely employed 
antibiotic in our everyday practice. Hypersensitivity to 
penicillin was observed in a case where, but for the drug 
allergy, the treatment would have been very simple. The 
case is reported. 


CASE REPORT 


B. L., a male aged 35 years, had a small boil 
just below the angle of the right mandible, with- 
ont any constitutional disturbances. On 10-5-56 
the patient himself while palpating it inadver- 
tently squeezed the nodule. This resulted in rapid 
spread of the infection and on the next morning 
he noticed the inflamed area pointing at multiple 
heads. There was fever and anorexia and on 
12-5-56 the pain increased. On the same day the 
patient presented himself before a doctor who 
advised injection of procaine penicillin, magne- 
sium sulphate compress and a sulpha drug. He 
took the sulpha tablets as directed and only one 
injection of procaine penicillin. Soon after the 
injection he developed generalised itching which 
gradually increased in severity till 22-5-56 when 
the whole body was covered with urticaria-like 
trash. Blood and urine examination did not reveal 
any abnormality, Wassermann and Kahn tests 
were negative. 


It was thought that the patient was hypersen- 
sitive to penicillin and as such he had developed 
drug allergy. Different varieties of anti-allergic 
drugs were given by oral and parenteral routes and 
external application of soothing antihistaminic 
creams. This treatment was continued for three 
days without bringing much relief to the patient. 
On 26-5-56 procaineamide hydrochloride tablets 
0°25 g. every 6 hours were administered orally 
along with the usual anti-allergic drugs. Within 
two days there was subsidence of the rash as well 
as symptomatic relief from itching which was 
hitherto unbearable. 


On 2-6-56 another red tender nodule appeared 
just below the lower lip on the right side. Hot 
boric compress was applied but on 4-6-56 an in- 
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durated area of one inch diameter developed at 
that particular site. The regional lymph nodes 
were enlarged and there were constitutional 
symptoms. Chloramphenicol 250 mg. 6-hourly 
was orally administered for 2 days but the swelling 
Was progressing, 

On 6-6-56 the whole lower lip, chin and 
submental region became involved in the 
swelling with rise of temperature to 101°F. 
Chlortetracycline hydrochlor 250 mg. was given 
every 6 hours but even after 1 g. the effect was 
below expectation. The temperature went upto 
103°F, P/R was 120/24 and the pain was excru- 
ciating. An injection of penicillin was fraught with 
the risk of drug allergy and withholding of the 
injection meant free allowance to cellulitis of the 
lower lip to extend its limits ushering in a grave 
prognosis. The decision was taken in favour of 
the former and five lac units crystalline penicillin 
was injected in preference to any combination with 
procaine for two reasons, viz., (i) to reach a high 
blood level rapidly as demanded by the severity 
of the infection and (ii) to avert the presumed 
toxic reaction to procaine penicillin, 


On 7-6-56 the inflammation had greatly sub- 
sided but there was recurrence of itching all over 
the body. The temperature remained between 100 
and 101°F. and the patient was very uncomfort- 
able. Chlortetracycline capsules were continued 
along with alkalies, antihistaminics, calcium and 
vitamin C. Free flow of urine and daily clearance 
of bowels were arranged for. 


On 9-6-56 there was no trace of inflammation 
in the lower lip but the trunk and upper limbs 
were covered with very big urticarial rashes 
together with swelling of eye-lids and forehead. 


On 11-6-56 in the morning the face was 
very much swollen and the patient complained 
of a feeling as if the face and scalp would 
burst out. This swelling was distinctly non- 
inflammatory but angioneurotic. Anti-allergic drug 
was administered parenterally in addition to the 
oral route continued so long. In the evening the 
eyes could be opened and the swelling was less but 
still alarming. 

On 12-6-56 procaineamide hydrochloride tablets 
were again started in combination with another 
antiallergic agent and within two days the patient 
became completely free from any illness after 
suffering for a month or so. 


SUMMARY 


A case hypersensitive to penicillin and not respond- 
ing to anti-allergic agents is reported. 

The use of procaineamide hydrochloride gave very 
good results. 
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TROPICAL EOSINOPHILIA AND 
PARASITISM 


Long before the enunciation of Loeffler’s' 
syndrome in 1932, and Weingarten’s’ description 
of tropical eosinophilia in 1943, the first pointer 
towards the pulmonary involvement in allergic 
disease came from Sir William Osler* and a few 
sporadic case reports**® marked the period in 
between. The recognition of the clinical condi- 
tion resembling tropical eosinophilia and _ its 
response to arsenic was perhaps from the pioneer 
observations of Roy and Basu* for the first time in 
India in 1918. It is however, Frimodt-Méller and 
Barton’ who are credited with the first description 
of the clinical condition, whereas Weingarten’s* 
real achievement lies in putting the treatment on 
a rational basis. In spite of the wide acceptance 
of the term ‘tropical eosinophilia’ since then, it 
should be admitted that it is far from a happy and 
accurate one, if not misnomer, as eosinophilia is 
commonly associated with a host of other tropical 
conditions. Besides, increasing records of atypi- 
cal cases with bizarre or protean manifestations 
seem to justify a change in the original concept 
of the clinical entity. The term pulmonary eosino- 
philia*’ was suggested for the whole group. Ball’ 
was in favour of adding the word ‘‘pulmonary”’ 
to tropical eosinophilia, and using the term pulmo- 
nary infiltration with eosinophilia’® (PIE 
syndrome) was conceived to have a descriptive 
appeal. ‘‘It would appear that many diseases mani- 
festing eosinophilia and transitory lung changes are 
related, and form narrow bands on a_ broad 
spectrum with asymptomatic Loeffler’s syndrome 
at one end and deadly periarteritis nodosa at the 
other’’™*, 


W.—Beitr. Klin. Tuberk., 79: 368, 1932. 

? WEINGARTEN, R. J.—Lancet, 1: 103, 1943. 

* OsLER, W.—Am. J. M. Sci., 110: 629, 1895. 

* ARMAND-DELILLE, M. P. AND Deg PrERDON, Bull. Soc, 
Pédiat., 25: 424, 1927. 

* Bass, M. H.—Am. J. Dis. Child., 41: 1394, 1931. 

* Roy, B. C. anp Basu, C. C.—Calcutta M. J., 12: 
1918. 
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All these controversies and difficulties about 
the selection of an appropriate term for the clini- 
cal entity, however, owe their origin to the aetio- 
logical background of the disease, which is still 
shrouded in a thick mist of obscurity and con- 
fusion, successfully eluding the grasp of many a 
vigorous effort. Failure to incriminate the definite 
pathogen conclusively has resulted in the postula- 
tion of a number of theories about its aetiology. 


Chaudhuri et al’? gave an exhaustive account 
of the probable aetiological factors with a large 
number of references. This subject has kept 
the workers in different parts of the world 
busy with the task of accumulating evidences 
in support of each of the two broadly classi- 
fied theories, allergic and infective. ‘The former, 
however, seems to have come to steal a march 
in the race in recent years. Some were of 
opinion that the stimulating, sensitising, and aggra- 
vating antigen varies, but the condition is often 
cast in the mould of an allergic past®. The hypo- 
thesis that the condition of tropical eosinophilia 
is essentially an allergic one has also investiga- 
tional support’**. Though the quest about the 
identification of the specific allergen is yet to be 
called a success, the parasitic role in the aetio- 
logy of tropical eosinophilia has been increasingly 
gaining ground in recent years. Parasitic or more 
precisely speaking, helminthic eosinophilia 
(because, protozoal eosinophilia is too insignificant 
to deserve any mention with a possible exception 
in amoebic infection, which too hardly merits a 
place in the context) in infection with parasitic 


helminths, e.g., Ascaris lumbricoides, Strongy- 
loides stercoralis, Trichinella spiralis, Trichuris 
trichura, filarid parasites, hookworms, schisto- 


somes, etc., is well recognised. What is required 
to be known is its relationship with the so-called 
tropical eosinophilia, 


An investigation’* revealed an intestinal or 
systemic helminthiasis in every one of 21 patients 
with massive eosinophilia. During this work, 
involving many thousands of haemograms, the 
workers failed to find one single case of ‘essential 
eosinophilia’, and they are of opinion that if such 
do occur in the tropics in the absence of parasites, 
and are in fact of any other origin, they are so 
exceptional that the words ‘tropical eosinophilia’ 


CHAUDHURI, R. N., ArKaT, B. K. anp Sanyjivi, K. S.-— 
Indian J. M. Research, 42: 635, 1954. 

DESCHIENS, R, AND MANZE, J.—Bull, Acad. Not. Med., 
137: 10, 1953. 

** MONTESTRUC, E. AND BERDONNEAU, R.—Bull. Soc. path. 
exot., 47: 812, 1954. 
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HIGH PROTEIN MILK FOR 
INFANT FEEDING 


This is another special milk food 
placed on the market by Cow & 
Gate and is particularly valuable in 
cases of Gastro-enteritis, Diarrhoea 
and vomitting. In addition to its 
high protein value it has additions 
of Lactic Acid and Vitamin D. 


Literature will gladly be supplied 

on request by the distributors for 

India, Messrs. Carr & Co. Ltd.. 

Ballard Estate, P.O. Box 152, 
Bombay, or by Cow & Gate - 
Ltd., Guildford, England. 
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good start.. 


Fitness isn’t developed in a day — or a 
week — or even a month. It takes planning 


to be really fit— and it is never too 
early to start. In fact, the importance of 
the first two years of life in determining 
physical development achieved at 
maturity is now fully realised. Obviously, 
one of the most important factors 
governing physical development 

is nutrition. It is essential, therefore, to 
set an infant off to 

a good start by proper attention to diet. 
After the fifth month of life, mother’s 
milk is not sufficiently nutritious for 
healthy, growing infants and a good 
substitute must be found that will give 
the child those essential constituents 

that are needed for proper nutrition and 


good physical development. 

DUMEX BABY FOOD is 

ideally suited to fill the gap between 
breast feeding and the intake of solids. 


Packings: in containers of 1 lb. and 3 lbs. 


DUMEX PRIVATE LIMITED 
Wavell House, Ballard Estate, Bombay-! 
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can be erased from the vocabulary. Forty-three 
cases designated as tropical eosinophilia were in- 
vestigated of which thirty-one had demonstrable 
parasitic infestation’*. Microfilaria malayi was 
found in the excised lymph glands'* from 7 out 
of 8 patients, whose blood did not show any micro- 
filaria, and who were suffering from a syndrome 
characterised by superficial adenopathy, eosino- 
philia and bronchitis. It was considered that filarial 
infection might be an important if not the only 
cause of tropical eosinophilia. Filariasis is charac- 
terised by the persistence of eosinophilia at a high 
level for years even without inflammatory crisis, 
and the phenomenon of tissue eosinophilia, charac- 
terised by thrombosis and infiltration of the 
vascular walls and often formation of eosinophilic 
abscesses, is due to an acute allergic reaction, 
determined by the disintegration of the worm in 
hypersensitised persons**. It is further stated that 
filarial eosinophilia is sometimes accompanied by 
bronchopneumonic syndrome, like asthma, and is 
of allergic origin. While pointing towards the 
parasitic aetiology of tropical eosinophilia it was 
noted that in at least two out of the three patients 
the classical features of tropical eosinophilia were 
of filarial origin’’. Microfilaria was found from the 
lymph glands of patients suffering from tropical 
eosinophilia*® ** ** and it was suggested” that 
what is usually known as tropical eosinophilia may 
be regarded as an accentuated state of sensitivity 
in persons predisposed by filarial infection. 


Similarly numerous references are available 
about the pulmonary ascariasis with eosino- 
philia’* 22, 88-29 


“ Riva, G. E. pe 1ra—Southern M. J., 42: 429, 1949. 

** FRIESS, J., PreERROU, M. aND S8&GALEN, J.—Bull. Soc. 
path. exot., 46: 1037, 1953. . 

** GALLIARD, H.—Riv. di Parassit., 15: 403, 1954. 

Paure, L., Geyer, A. anp GUEFFIER, G.—J. med. 
Bordeaux., 131: 1199, 1954. 

Mevers, F. M. anp KouwenaaR, W.—Geneesk. 
Tijdschr. Ned.-Ind., 79: 853, 1939. 

DeR Sar, A. Hartz, P. H.—Amer. J. Trop. 
Med., 25: 83, 1945. 

*° REISEL, J. H. anp GROEN, J.—Nederl tijdschr. geneesk., 
95: 1736, 1951. 

** WINTER, H.—Ztschr. f. Tropenmed. u. Parasit., 6: 99, 
1955. 

*? PRANK, A. anpD K.—Ibid, 4: 64, 1952. 

** VAN GINKEL, J. H. R.—Nederl. tijdschr. geneesk., 97 : 
472, 1953. 

* EBERT, H.—Ztschr. f. arztl, Fortbildung, 48: 442, 1954. 

** Moor, M. P.—Southern M. J., 47: 825, 1954. 

** KELLER, A. E., HiistroM, H. T. anp Gass, R. S.— 
J. A. M. A., 99: 1249, 1932. 

LipPI, M. TRipopI, P.—Arch, ital, sci. med. trop. 
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With an interesting experiment -clinical deduc- 
tions were formulated from 50 cases of induced 
ancylostomiasis*’. It was observed that eosinophil 
curve increased rapidly reaching a peak of 50 to 75 
per cent by the end of the 3rd month and falls as 
rapidly to 15 per cent by the end of one year. It 
was further commented that clinical study of 
ancylostomiasis in a tropical country is complicated 
by the presence of other infection and dietary 
deficiencies. 


A number of other helminthic parasites simi- 
larly have been associated with the condition 
resembling tropical eosinophilia. Visceral larva 
migrans, in recent years, has received the recogni- 
tion of a clinical entity*’ **, characterised by 
chronic hypereosinophilia, pulmonary infiltration, 
hepatomegaly, fever, cough and hyperglobinaemia. 
This condition has been known to be due to 
invasion by the nematode larvae of the species 
Toxocara canis and Toxocara cati, for whom man 
is not the natural host** **. While making a 
‘‘comparative study of hypereosinophilia in relation 
to aetiology’’, it was observed®™ that hypereosino- 
philia of more than 20 per cent is mostly due to 
parasitic infections and that not due to parasitic 
infection is usually under 20 per cent with the 
exception like tropical eosinophilia which, he 
thinks, may be due to some unknown parasitic 
infection. 


Elsewhere in the current issue of this journal 
a pointed reference to the possibility of parasitism 
as an important factor in the aetiology of tropi- 
cal eosinophilia has been made**. Cogent argu- 
ments have been advanced in favour of this pro- 
position. It has been further advocated with sound 
reasoning that the allergic basis is an associated 
factor in the aetiology of the condition. 


The nature of the reaction following a parasitic 
assault, its frequency and intensity, evolution and 
course depends upon factors such as intensity or 
amount of infestation, host responsiveness and 
tolerance, the speed and duration of invasion and 
above all the association of any other pre-existing 
or concomitant conditions. The resultant tissue 


** BrumpT, L. C.—Ann. Parasit. Humaine et comparcé, 
27: 237, 1952. 

* WILDER, H. C.—Tr. Am. Acad. Ophth., 55: 99, 1950. 

* Beaver, P. C., Snyper, C. H., Carrera, G. M., Dent, 
J. H. anp Larrerty, J. W.—Pediatrics, 9: 7, 1952. 

M. H. D. Beaver, P. C.—Ibid, 12: 491, 
1 


** DESCHIENS, R.—Ann. Inst. Pasteur, 88: 679, 1955. 
“* CHAUDHURI, R. N.—J. Indian M. A., 27: 195, 1956, 
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damage may, therefore, vary from a transient, ill- 
appreciable, reversible one to the gross well- 
pronounced morbid changes leading to an acute or 
chronic well-established clinical entity. The 
extreme variability in the clinical course of the 
disease, tropical eosinophilia, with preponderance 
of one or more of the so-called cardinal features, 
therefore, can reasonably be attributed to the rela- 
tive activities of one or more of the factors, 
governing the ultimate outcome of the infestation. 


It has been a well-recognised fact supported 
by the clinical and experimental observations that 
eosinophilogenic response to the parasitic stimulus 
is not uniform all through the course of the disease, 
depending on a number of factors such as degree 
of sensitisation, adrenocortical activity, etc. ‘That 
the hypereosinophilia due to parasitic infections is 
characterised by the regularity with which it is 
produced by the exciting agent has been observed’’. 
Polyparasitism at times is believed to exhaust the 
eosinophilogenic reacting power of the body. 
Possible association of eosinopenic factors, e.g., 
acute infection or otherwise is also a likely event. 
So absence of uniform and persistent hypereosino- 
philia in the parasitic infestation cannot with justi- 
fication be offered as an argument against their 
causal relationship. 


Failure to demonstrate any laboratory evidence 
of parasitic infestation in all the cases has also 
been advanced to rule out the parasitic role in the 
production of tropical eosinophilia. Besides the 
technical errors, which are by no means uncommon 
in the detection of helminthic ova in stools, the 
pulmonary excursion of the parasitic helminths 
with the resultant eosinophilia is mostly an event 
of the larval stage occurring long before the worms 
are in the reproductive age to produce demon- 
strable eggs. Hence eosinophilic response and the 
egg production may not run pari passu. It is no 
wonder that absence of persistent and careful 
laboratory investigations for a prolonged period 
has to some extent been responsible for the denial 
of parasitic contribution in the causation of tropi- 
cal eosinophilia. Microfilariaemia, again a reputed 
illusive phase of filarial infection, is encountered in 
a very small percentage of filarial subjects. Need- 
less to mention that a diagnosis of the disease 
filariasis can ill-afford to depend only on the state 
of demonstrable microfilariaemia. 


It is obvious that negative laboratory evidence 
does not hold as much value to deny the parasitic 
infestation, as the positive one does in establishing 
the same. It has been rightly pointed out*® that 
failure to demonstrate the laboratory evidence 
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of parasitic infestation cannot definitely invalidate 
the parasitic role in tropical eosinophilia. 


That parasitic worms or their emanations may 
sensitise an individual to produce a syndrome 
resembling tropical eosinophilia has been admitted** 
but such parasitic infections occur more frequently 
in the tropics than tropical eosinophilia. These 
observations, however, only serve to indicate that 
all parasitic infections do not inevitably result in 
tropical eosinophilia. This does not take away the 
potentiality of parasitic infection to cause tropical 
eosinophilia. 


Above all the accidental human infection by 
abnormal helminthic parasites as in visceral larva 
migrans stated before, is also a quite like occur- 
rence, when man being the inappropriate host, 
attempt for diagnosis by ordinary laboratory 
methods is bound to be a failure. 


The remedies employed in tropical eosinophilia 
seem to bear an additional testimony to the pro- 
bable parasitic aetiology of the disease. The thera- 
peutic efficacy of arsenic in parasitic infections like 
filariasis, amoebiasis, etc., is well-known. It has 
already been suggested that the therapeutic 
response to arsenic in tropical eosinophilia is attri- 
butable to its action against some parasitic 
pathogen, yet to be identified decisively. Diethyl- 
carbamazine recently used in tropical eosino- 
philia** *’ probably exerts its beneficial effect by 
virtue of its well-recognised anthelmintic property. 
This drug, however, has also been used on earlier 
instances with a remarkable success on filarial 
patients with classical features of tropical eosino- 
philia’® *", 


Hence parasitism appears to play a distinct and 
significant role in the aetiology of tropical eosino- 
philia. The fact that transfusion of 250 c.c. of 
blood from patients suffering from tropical eosino- 
philia failed to induce any recognisable change in 
any of the recipients** substantially undermines 
the possibility of any blood borne infection, bacte- 
rial or viral. It is, therefore, possibly an unholy 
combination of parasitism and the resultant allergy 
in response to it, that determines the aetiopatho- 
genesis of the disease. The entire episode indeed 
may be conditioned by paroxysmal bouts of 
allergic disorder in response to some parasitic 
allergen. 


** Faust, E. C.—Derbes and Engelhardt’s Treatment of 
Asthma, J. B. Lippincott Co., Phil., 1946. 

GanaTRA, R. D. anp Lewis, R. A.—Indian J. M. Sct., 
9: 672, 1955. 
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Hazards of Penicillin Therapy 


RajAM AND RanciaH (J. Indian M. Sc., 10: 337, 1956) 
deal with penicillin reactions under the following different 
heads : 


Serum sickness type of reaction is the commonest type 
of reaction met with in clinical practice and has definite 
incubation period occurring not earlier than five days or 
later than three weeks. The manifestations are pruritus, 
urticaria, joint pains, fever, lymphadenopathy and eosino- 
philia. The average duration of symptoms is ten days 
but may be prolonged to eight weeks or more. In excep- 
tional cases, the serum sickness reaction may recur and 
last for a year. This type occurs most often after re- 
pository penicillin. 

Anaphylactic shock—This reaction is at once, the most 
unpredictable, profound, dangerous and sometimes fatal 
of all the allergic reactions encountered following peni- 
cillin therapy. The reaction begins a few seconds or 
minutes after the injection. Premonitary symptoms of 
a peculiar taste in the mouth or sensation in the tongue, 
sneezing, or tingling in the extremities may or may not 
be noticed by the patients. These are followed with 
lightning rapidity by a severe constriction or pain over 
the chest or abdomen often with nausea or sudden desire 
to defaecate. A choking sensation in the throat and dys- 
pnoea with cyanosis and frothy sputum occur simultane- 
ously with symptoms of syncope, peripheral circulatory 
collapse, terminating in unconsciousness and even death. 
Fatal reactions rarely begin more than 15 minutes after 
the drug is administered. 


Hyperergic Reactions—These reactions are of the 
delayed protracted type, and in many cases have result- 
ed in death. 


Exfoliative dermatitis—It is a delayed type of reaction 
commencing with a diffuse itchy rash. In severe cases, 
a fatal outcome may occur and autopsy has revealed 
vascular and visceral lesions in such cases. ‘The ex- 
foliative dermatitis may become haemorrhagic and 
gangrenous. 


Bullous dermatitis—The type less common than ex- 
foliative dermatitis, is a dangerous manifestation of peni- 
cillin sensitivity and is associated with severe systemic 
symptoms. 

Purpuric reactions—These reactions may occur alone 
or in association with the severe type of exfoliative der- 
matitis. The purpuric lesions may be cutaneous, viscera! 
or both. 


Arthus or Schwartzman reactions—Clinically they are 
characterised by a local haemorrhagic necrotic reaction 
of the skin both at the site of penicillin injection as well 
as in other areas of the body. The pathogenesis is a 
necrotising arteritis and thrombophlebitis with haemor- 
rhage resulting in localised necrosis of the epidermis and 
dermis. 


Agranulocytosis—Agranulocytosis seems to be rare 
with penicillin. 
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Periarteritis nodosa—In prolonged drug sensitivity re- 
actions, organic destructive vascular lesions may occur 
with widespread involvement of viscera and associated 
with renal, hepatic and myocardial changes 

Acute myocardial infarction—Though rare, reversible 
electrocardiographic changes have been reported with de- 
layed and protracted penicillin reactions. 


Fatal Jarisch Herxheimer reaction—This peculiar re- 
action occurs only in patients with syphilis treated with 
treponemicidal drugs. The reaction may be systemic and 
focal and comes on within six to twelve hours and lasts 
12 to 24 hours. The focal component of the reaction is 
of some prognostic significance in late syphilis, parti- 
cularly cardiovascular and neurosyphilis. 

L. E. phenomenon—Penicillin allergy may play a 
possible aetiological role in some cases of lupus erythe- 
matosus disseminatus. 

A solitary case of acute yellow atrophy of the liver 
following penicillin in a syphilitic patient has been re- 
ported. The occurrence of the condition is suggestive 


of an acute hepatic Herxheimer reaction. 


Erythematovesicular eruption—It occurs as another 
form of generalised allergic reaction to penicillin. With 
a shorter incubation period than the urticarial reactions 
this tends to occur over the hands, feet and groins and 
subsides with a branny desquamation. The shock tissue 
is the epidermis, whereas in urticaria the shock tissue is 
the superficial part of the dermis. 


Contact dermatitis—Contact dermatitis is a delayed 
type of sensitisation of skin and mucous membrane which 
occurs in patients treated with topical application of peni- 
cillin. 

Other infrequent or rare reactions to penicillin— 
Loeffer’s syndrome, has been reported in some cases after 
injection of penicillin in oil and beeswax. Philpott and 
coworkers reported on a patient who developed a sarcoid- 
like granuloma at the site of injection of penicillin. A 
rare complication in syphilitic patients treated with peni- 
cillin is epididymitis, Cases of ‘black tongue’ have 
occurred after administration of penicillin as a troche. 


The authors give below a course of treatment of 
penicillin reactions : 

Anaphylactic shock: It is difficult to evaluate the 
treatment of this dangerous complication of penicillin 
therapy. 

In the non-fatal cases the majority of the patients 
have recovered without any treatment. In others 
who have recovered after treatment the credit for 
recovery goes to the therapy employed. In many of 
the reported fatal cases death came on so quickly 
in about five to ten minutes that mo treatment 
could be given. In others, in spite of energetic anti- 
anaphylactic measures, the patients died. But in spite of 
the unpredictability of the outcome of this deadly com- 
plication, prompt and energetic measures should be 
taken. 


(a) Epinephrine subcutaneously, or intramuscularly 
(0-5 to 1 ml.) should be immediately given and repeated 
every few minutes as determined by the patient’s condi- 
tion. Failure to repeat the drug in the case reported by 
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Kern resulted in the return of the shock symptoms and 
death. 

(b) A tourniquet should be applied proximal to the 
site of injection provided the injection had been given 
in the upper arm or lateral aspect of the thigh. 

(c) Intravenous antihistamine may also be admini- 
stered. 

(d) The patient should be in the recumbent position 
and adequate airway should be maintained in the un- 
conscious patient. 
if mecessary under positive pressure, 


(e) Oxygen, 
in case of marked cyanosis and 


should be given 
dyspnoea. 

(f) In intractable penicillin shock lasting for some 
hours, Siegal recommends intravenous therapy with the 
most potent antishock remedy norepinephrine. Whole 
blood or plasma is also said to be valuable. 


Serum sickness type of reaction and chronic urticaria : 
Antihistamines should be given in full dosage and 
gradually tapered off, if the symptoms are relieved. In | 
intractable cases of urticaria, a cautious desensitisation 
with penicillin may be attempted. 

In prolonged and serious penicilin reaction such as 
exfoliative dermatitis, periarteritis modosa, cortisone in 
gradually stepped down doses should be adiinistered 
sometimes for prolonged periods. 


Utilization of Animal and Vegetable Protein 


PHANSALKAR AND PATWARDHAN (Indian J, M, Research, 
44: 1, 1956) write: 

Nitrogen metabolism was studied in young adult 
Indian male volunteers at levels of protein intake just 
sufficient to maintain N equilibrium. The sources of 
proteins were: (a) whole egg, (b) single cereal, such 
as wheat, and (c) a mixture of cereals and pulse in 
the respective experiments. Nearly 80 per cent of the 
total dietary N was derived from the test protein. The 
observations made and conclusions arrived at are given 
below : 

1, Urinary N was higher on wheat alone than on 
whole egg, thereby throwing the body into negative N 
balance during wheat diet period. On the other hand, 
with a mixture of cereals and pulse urinary N was lower 
than on whole egg. 

There were changes in faecal N which in many cases 
were unrelated to those occurring in urine N. 


2. The observations on wheat protein confirm those 
reported by Murlin ef al in American subjects showing 
that N metabolism in Indian subjects was strictly com- 
parable with that in the American subjects who were 
habituated to a high level of N metabolism. 

The biological and egg replacement values of vegetable 
protein were higher when the latter was derived from 
mixed cereals and pulse than when it was derived from 
a single cereal such as wheat. 

These experiments gave additional proof that pulses 
are good supplements to cereals in improving the quality 
of dietary protein. 
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The minimum level of protein intake required to 
maintain N equilibrium was calculated from the results 
obtained in these experiments and was found to be 
3:55 g. N/sq. m. of body surface area. This value agrees 
fairly closely with the values reported in Western sub- 
jects by other workers referred to in the text. 


Urinary Excretion of Pressor Amines 


NATARAJAN AND OTHERS (Indian J. M. Research, 44: 
131, 1956) write. 

Twenty-four-hour urinary excretion of pressor amines, 
in terms of adrenaline, has been estimated in sixty 
normal Indian subjects. The results have been statisti- 
cally analysed and it has been found that no significant 
relationship exists between urinary excretion of pressor 
amines and height, weight and age either singly or in 
combination. Importance of establishing the limit of 
urinary excretion of pressor amines over which phaeo- 
chromocytoma will be indicated has been stressed. 


Anaemia in Ankylostomiasis 


DaFTARY AND BHENDE (J. Postgraduate Med., 2: 44, 
1956) in reporting on the haematologic and other findings 
in a series of 96 cases of ankylostomiasis made the fol- 
lowing observations : 

Seventy four cases were anaemic and 22 non-anaemic. 

Of the anaemic group, in 22 cases the marrow was 
megaloblastic; these, latter, were considered to be cases 
of nutritional megaloblastic anaemia complicated by 
hookworm infection. 

In the remaining 52 cases the marrow was normo- 
blastic. In this group the type of anaemia was micro- 
cytic in 23, normocytic in 21 and macrocytic in 8. 

The severity of the anaemia was not related to the 
load of the parasite, as judged by the egg-count. 

The pathogenesis of the anaemia is briefly discussed. 


Depigmentation of Skin in Intestinal Parasitic and 
Bacterial Diseases 


Sanu (Indian Practitioner, 8: 119, 1955) gives below 
the summary of the clinical observations on the incidence 
of depigmentation of skin in intestinal parasitic and 
bacterial diseases : 

For the last five years investigations are carried out 
on 621 patients suffering from depigmentation of skin- 
hypopigmented patches coming from different parts of 
the state of Orissa in the out-patient and in-patient 
departments of skin diseases of S. C. B. Medical College 
Hospital, Cuttack. Out of them 147 cases are of intesti- 
nal parasitic and bacterial diseases. The incidence of 
depigmentation of skin in: 


Amoebiasis 31:5 per cent, giardiasis 15 per cent, anky- 
lostomiasis 15-5 per cent and bacillary dysentery 13-5 per 
cent. 

It has been observed by the author that the inci- 
dence of depigmentation of skin in children is specially 
due to chronic bacillary dysentery and giardiasis. 
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Motor Unit in Leprous Neuritis 


Dastur (Neurology, 4: 1, 1956) in presenting a clini- 
cal and pathological study of the peripheral nerves, 
myoneural endings and striated muscle in leprous neuritis 
observes | 


Both ulnar and lateral popliteal nerves were almost 
always affected: the thickening was not necessarily 
symunetrical, 

Cutaneous insensibility in the upper extremity usually 
extended over the area of distribution of the ulnar nerve 
and the medial cutaneous nerve of the fore-arm, and 
sometimes over the areas of the median and radial nerves 
also, 


Cutaneous insensibility in the lower extremity usually 
extended over the area of distribution of the lateral 
popliteal and anterior tibial nerves. 


The zone of sensory loss was ‘generally well defined 
and roughly corresponded to the anaesthetic areas result- 
ing from peripheral nerve injuries. 

In the majority of cases there was some correlation 
between sensory and motor impairment. 


The motor power and function of at least one upper 
extremity were found unaffected in 17 cases. 


The motor power and function were moderately affect- 
ed in another 17 cases, where weakness of abduction and 
adduction, usually of the medial 2 fingers, was noticeable. 


In 30 severely affected cases wasting of the intrinsic 
muscles of the hand with severe impairment of move- 
ment of the medial fingers, and frequently of the lateral 
fingers and the thumb, was evident. Weakness and 
occasional fasciculation of the flexor carpi ulnaris muscle 
could be elicited. There was claw deformity or fixed 
flexion of the fingers. 


In the lower extremity, weakness of abduction-adduc- 
tion of the toes was the earliest manifestation, to be 
followed by foot-drop and trophic lesions. Absorption 
of digits was commoner in the foot than in the hand. 


The presence of contractures of the fingers appeared 
related to major or minor traumata and not merely to 
the paralysis. 


Muscle biopsy could be obtained fairly consistently 
from near the motor point of the flexor carpi tulnaris 
muscle, Attempts at securing muscle tissue from near 
the motor point of the tibialis anterior muscle were un- 
successful, 


Vital staining with methylene blue and the prepara- 
tion of whole mounts appeared satisfactory for the study 
of intramuscular neural elements. 


Normal muscle innervation comprised of interfascicular 
nerve, branches, subterminal fibres, motor end-plates, free 
nerve endings, and muscle spindles with sensory ‘“‘end- 
organs”? could be clearly discerned. 


The normal motor end-plate appeared epilemmal, and 
consisted of a variable number of terminal filaments end- 
ing in endplate nuclei, presenting a fern-leaf pattern. 
One axon, one end-plate, one muscle fibre appeared to 
be the rule. 
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Pathological changes consisted of: (i) 4 reduction in 
the cverall density or even loss of innervation of the 
affected muscle and (ii) histological alterations such as 
beading or fragmentation of the nerve fibres, shrinkage 
of the end-plates, amd prominence of Schwann nuclei. 
Proliferation of endo and perineurium could be seen with 
sections. 


Concurrent with these degenerative phenomena, 
regenerative change such as collateral branching and 
formation of growth cones and of immature end plates 
were witnessed, though very infrequently. Muscle re- 
generation was equally rare, 


Various stages of muscular atrophy due to leprous 
neuritis were observed in H.-E. stained paraffin sections ; 
these were compared to the changes reported in experi- 
mental and accidental nerve trauma and in muscular 
dystrophy. 


The occurrence of a leprous myositis in some cases 
was indicated by the presence among the muscle fibres 
of inflammatory exudates consisting of mononuclear cells 
and occasional giant cells. This did not appear to con- 
tribute to the atrophy. 


Rarely, in Fitc stained sections, acid-fast organisms 
were detected in the intramuscular nerve twigs or con- 
nective tissue. 


As a rule there was a fair degree of correlation 
between the clinical and the histological condition of the 
muscle, motor weakness varying directly with denerva- 
tion and atrophy of the muscle. The intrafusal fibres 
were always spared. 


While the status of intramuscular innervation in the 
moderately affected group of cases was comparable to 
that in the unaffected group the atrophy of muscle fibres 
was more pronounced in the former group. This suggest- 
ed that histological changes in the muscle fibres precede 
those in the motor nerve fibres and endings. Similarly, 
degeneration of the motor end-plate appeared to antecede 
that of the sub-terminal nerve fibre. 


This delay in the onset of neural changes, as also the 
long duration of the disease in most of the subjects, 
imply a rather slow progression of the neuritic process 
and provide adequate time for diagnosis and treatment. 


As a routine diagnostic procedure for leprous neuritis 
an examination of simple haematoxylin-eosin stained 
muscle sections is recommended. The information pro- 
vided by this could also help in selecting or assessing 
the result of a line of treatment, and in giving a prog- 
nosis. 


Detailed examination of the swollen portion of an 
ulnar nerve obtained at autopsy has revealed a combina- 
tion of ischaemic, inflammatory and destructive changes. 
Concurrent with the presence of acid-fast bacilli and a 
lepromatous exudate, the nerve trunk showed degenera- 
tion of the axis cylinders and myelin, and proliferation of 
the connective tissue and Schwann sheath elements. 
Besides the primary infective agent, the role of predis- 
posing anatomical and mechanical factors in the causa- 
tion of leprous neuritis is discussed. (Author’s summary) 


CURRENT TOPIC 


EXPERIENCE IN THE MANAGEMENT OF PATIENTS 
MEDICALLY ADDICTED TO NARCOTICS 


MARK RAYPORT, M.D., C.M. 


Lexington, Ky. 


While narcotic analgesics are of unquestioned value 
in the practice of medicine, the occurrence of narcotic 
addiction in the course of treatment for illness is 
acknowledgment of therapeutic failure. Indeed, pro- 
longed, regular administration of marcotics by the 
physician to the point of addiction is a last resort in 
cases in which diagnostic procedures and specific methods 
of treatment have been exhausted, apparently without 
adequate effect, on a disease process associated with 
severe pain. The physician feels that to withhold 
narcotics from such patients would be unkind, some- 
times humanely impossible. This is the basis for the 
belief, widely held by physicians and occasionally 
printed in textbooks,’ that medically addicted patients 
should not be withdrawn from narcotics so long as the 
underlying illness has not been corrected. Furthermore, 
it is felt that the withdrawal process itself is a form of 
stress to which the sick person should not be subjected. 
It follows, then, that in the addicted patient suffering 
from a painful illness of chronic type the only therapeu- 
tic possibility is the life-long use of narcotics. However, 
because of the development of tolerance to the analgesic 
action of narcotics, eventually an impasse is reached 
in which the patient’s daily narcotic requirements are 
high, yet the alleviation of pain is imadequate. In 
addition to being medically unsatisfactory, this situation 
is fraught with the possibility of economic and social 
disaster for the addicted patient and his family. 


It is usually under such circumstances—at the end, 
it would seem, of their “therapeutic road’’, and often 
after some loss of both means and social status—that 
medically addicted patients are admitted to the US. 
Public Health Service Hospital, Lexington, Ky., one of the 
two federal hospitals dedicated primarily to the treatment 
of narcotic addiction. On the wards of the Lexington 
hospital it has been noted repeatedly and with some 
surprise not only that these patients, admitted for the 
treatment of addiction while still suffering demonstrably 
from the underlying illness, could be withdrawn safely 
from narcotics but that if they remained for the entire 
minimum period of treatment of narcotic addiction (135 
days) they came to lead comfortable, often active lives 
while receiving merely the specific medicaments, non- 
narcotic analgesics, or physiotherapy required by their 
underlying illness. To test these observations, the pre- 
sent study was carried out on a representative group 
of consecutively admitted male patients. As far as can 
be ascertained, no similar study has previously appeared 
in the literature. 


' NIELSEN, J. M.: A Textbook of Clinical Neurology, 
ed. 3, New York, Paul B. Hoeber, Inc., 1951, p. 675. 


DEFINITION OF Mepical, ADDICTION 


Kolb,? in 1925, in his classical study of personality 
types among narcotic addicts based on a group of 230 
persons that was felt to be representative, at the time, 
of the addict population as a whole, found 9% to be 
“persons of normal nervous constitution to whom an 
opiate had been prescribed to the point of addiction to 
relieve the suffering of some prolonged physical condi- 
tion.” In applying Kolb’s classification to the 1,036 pa- 
tients admitted to the Lexington hospital during the fiscal 
year 1937, Pescor* found that 38% were normal persons 
who had become addicted to morphine “given legitimately 
for the alleviation of a painful or distressing disease.’’ In 
i944, Felix* reappraised the personality types among 
narcotic addicts and retained Kolb’s category of ‘‘normal 
individuals accidentally addicted.’’ Vogel, Isbell, and 
Champman’* amplified the description of this group as 
being composed of normal persons who had received 
narcotics over an extended period of time in the course 
of an illness and who, following relief of their ailments, 
had continued to use narcotic drugs. 

The figures in these reports have often been taken to 
represent the incidence of narcotic addiction during 
medical treatment. Used in that manner, these figures 
must be low, since addiction to narcotics in the course 
of illness is certainly not limited to persons of normal 
personality structure. For the purposes of this investi- 
gation, a medical addict is defined as one who states 
that he first received narcotics from a physician, to the 
point of addiction, in the course of treatment for illness. 
At the Lexington hospital, medical addicts fall into 
three sub-groups on the basis of the fate of their ill- 
ness: 1. Narcotic addiction initiated during self-limited 
illness. Medical addicts in this group first received 
narcotics in the course of an illness from which they 
eventually recovered, such as lobar pneumonia or frac- 
ture of a long bone, but did not stop using narcotics. 
2. Narcotic addiction associated with reversible illness. 
This group comprises medical addicts who, at the time 
of admission to the Lexington hospital were still suffer- 
ing from the illness during which they had been addict- 
ed, and who recovered from this illness, such as renal 
calculi, through appropriate treatment during their 
period of hospitalization. Only a few such medical 
addicts are seen at the Lexington hospital. 3. Narcotic 
addiction associated with irreversible illness. In this 
group are medical addicts who first received narcotics in 
the course of an illness that is commonly painful, for 
which narcotics are thus likely to have been given, and 
in which improvement may occur through treatment, but 
in which the parthological process is essentially irreversi- 

* Types and Characteristics of Drug Addicts, 
Ment. Hyg., 9: 300, 1925. 

* Pescor, M. J.: The Kolb Classification of Drug 
Addicts, Pub. Health Rep., supp. 1955, United States 
Public Health Service, Division of Sanitary Reports and 
Statistics, 1939. 

* FELIX, R. H.: Appraisal of Personality Types of the 
Addict. Am, J. Psychiat., 100: 462, 1944. 

* VoGEL, V. H., Ispen,, H. aNp CHAPMAN, K. W.: 
Present Status of Narcotic Addiction, with Particular Re- 
ference to Medical Indications and Comparative Addiction 
Liability of Newer and Older Analgesic Drugs, J.A.M.A., 
138: 1019 (Dec. 4), 1948. 
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ble, such as cardiovascular diseases, arthropathies, or 
causalgia. In these cases the clinical evidence was still 
present, so that the diagnosis could be established in 
the Lexington hospital. 


METHOD 


The method used in this survey grew out of the 
definitions just stated. Within one to two weeks after 
admission, all patients entering the Lexington hospital 
were interviewed by a member of the psychiatric social 
service section. Those male patients who answered 
ailirmatively to ever having received narcotic drugs from 
a physician, either at the onset or at some time in the 
course of their addiction or during an illness, were 
further interviewed by the investigator. The investiga- 
tor’s interviews were conducted between the 90th and 
110th hospital days and followed a standardized pattern. 
Data were first obtained regarding the patient’s use of 
narcotics, a natural starting point for history-taking 
among addicted patients. This was followed by personal 
history data, past medical history, review of systems, 
history of illness during which the patient was addicted 
to narcotics, including treatment received prior to ad- 
mission, status of that illness on admission to the 
Lexington hospital, and treatment received since admis- 
sion. The patient was asked to evaluate his present 
state of health and physical comfort, his statement be- 
ing recorded verbatim. As a means of verification, the 
interviewer then conservatively summarized in his own 
words what the patient had told him concerning the 
results of treatment. This rephrasing was adjusted if 
the patient did not acknowledge it as correct. 

The patient’s chart was then checked for supporting 
data in the initial history recorded by the admitting 
physician, in the physical examination, and in the labo- 
ratory reports. Opinions as to the patient’s hospital 
course in the physicians’, nurses’, and psychiatric aides’ 
notes were reviewed along with weight charts whenever 
available. Weight gain is a useful indicator in view 
of the loss of weight that usually accompanies prolonged 
addiction and because the addicted patient regards 
weight gain as a sign of returning health. Another 
criterion of recovery after withdrawal from narcotics is 
the subsidence of postwithdrawal insomnia. All patients 
admitted to the Lexington hospital are seen by a mem- 
ber of the psychiatric staff who, during his interview, 
obtains an independent addiction history. The record 
of this interview was consulted in each case to corro- 
borate statements received from the patient in connec- 
tion with the survey. 

Any patient, tentatively diagnosed as a medical 
addict, in whose histories any significant contradiction 
was encountered was removed from the group of medi- 
cal addicts. This occurred in seven cases. Also ex- 
cluded were those medical addicts who did not remain 
for the entire minimum period of treatment of narcotic 
addiction. 


CLINICAL MATERIAL AND RESULTS 


Patients at the Lexington hospital fall into three 
legal categories: volunteers who may sign ont any 
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time; probationers from local courts, who would be 
taken to local jails for the remainder of their sentences 
if they left the hospital prior to the completion of their 
treatment for narcotic addiction; and federal prisoners, 
who may not leave until the expiration of their time. 

During 1952, a total of 4,114 patients were admitted 
to the Lexington hospital. An arbitrary number of 
1,500 consecutive admissions occuring between Aug. 8 
and Dec. 9, 1952, were included in this study. They 
represented 36°4% of all admissions for that year. The 
composition of this sample with respect to sex and race 
is corpared with that of the whole group in Table 1. 


TABLE 1—COMPARISON OF COMPOSITION OF ALL ADMISSIONS 
DURING 1952 WITH SAMPLE OF 1,500 CONSECUTIVE 


ADMISSIONS 
Race 
Total by sex 
White Negro Others 
& 
Fa ag 
£6 
Males 
% 52 505 231 25 38 33 789 789 


No. 2,139 758 950 375 157 50 3,246 1,183 
Females 


Total No. of patients ... a ... 4,114 1,500 


It is evident that the sample is representative of the 
total. 

Because of differences in cultural and addiction 
patterns and in their treatment settings within the 
Lexington hospital, women, Orientals, informers, psy- 
chotics, and patients with a language barrier were 
excluded. This report, therefore, is based on 1,065 con- 
secutively admitted male addicts, of whom 602 (565%) 
were volunteers, 282 (265%) probationers, and 181 (17%) 
federal prisoners. Admission of white patients numbered 
694 (65:2%) and of Negroes, 371 (348%). Negro patients 
made up 32-1% of volunteers, 17-4% of probationers, and 
71-3% of federal prisoners. Statistical characteristics of 
the male addict population are presented in Table 2. 
These data were obtained in each legal catevory by 
abstracting the chart of every fourth consecutive patient 
not classified as a medical addict. 

Because of readmissions, the figare of 1,065 admissions 
represents 1,020 persons, 656 white and 364 Negro. Of 
this number, 182 left the hospital prior to being screen- 
ed by the psychiatric social service, leaving 838 patients, 
508 white and 330 Negro, whose statements regarding 
the manner of onset of addiction had been obtained. 
Among these patients, 277 (331%) had at some time 
received narcotics from a physician. Forty-seven of this 
number left the hospital prior to completion of treat- 
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TABLE 2—AVERAGE OF DATA By RACE AND STATUS ON MALE NONMEDICAL ADDICTS 


Legal status 
All nonmedical addicts 
Volunteers Probationers Prisoners 
White Negro White Negro White Negro White Negro 
Age on admission, yr. 40 25 41 26 36 26 39-7 25-7 
Age at onset of 
addiction, yr. ta 29 20 26 22 24 21 27:2 20-9 
Duration of addiction, 
yr. 5 15 12 5 12 45 
No. of admissions ... 3-4 1-3 5:8 2-3 2:3 1-4 3-6 1-6 
3—DaATaA ON WHITE ADDICTS 
Group 1 Group 2 
Average of all 
medical addicts 
Average Range Average Range 
Age on admission, yr. sue ens 49 31—69 45 23—59 47-4 
Age at onset of addiction, yr. ae 31 18—54 36 20—66 32:9 
Duration of addiction, yr. 18 1—35 10 0-5—33 14:8 
No. of admission 55 1—20 1—12 49 
ment. The remaining 230 patients were investigated previous admissions than the volunteers. Most pro- 


bationers are former volunteer patients who, after sign- 
ing out against medical advice during an earlier ad- 


according to procedure described. Among them 141 were 
recognised as medical addicts, 137 being white and 4 
niission, 


Negro, giving an incidence of 27% among white patients 
and 1:2% among Negro patients. If it were assumed 
that there were no medical addicts among the 182 who 
left the hospital prior to being screened, the respective 
incidences of medical addiction would be no less than 
20:9% among whites and 1:1% among Negroes. How- 
ever, a review at the rate of one in four of the charts 
of these 182 patients gave evidence that such an assump- 
tion was unnecessary. 

The 141 medical addicts comprised 40 
(284%), 90 probationers (65-89%), and 11 federal prison- 
ers (78%). When compared with the composition of the 
male addict population, the medical addict group had 
half the incidence of volunteers and prisoners, twice the 
percentage of probationers, and one-twelfth the percent- 
age of Negroes. On admission, medical addicts formed 
66% of volunteers, 32% of probationers and 6% of 
federal prisoners. However, at the time of discharge 
medical addicts made up 31%, 36%, and 6% respectively, 
of the volunteers, probationers, and prisoners who had 
remained for the entire minimum period of treatment 


volunteers 


for narcotic addiction. 

Among all male addicts, addiction to synthetic nar- 
cotics such as meperidine (Demerol) and methadone 
was entirely limited to patients receiving narcotics from 
physicians. 

Statistical characteristics of medically addicted patients 


are given in Table 3. The probationers had 20% more 


re-enter the hospital for an entire period of 
treatment for drug addiction. A _ brief description of 
each of the three proups of medical addicts follows. 
Group 1.—Marked addicts whose addiction had begun 
during self-limited numbered 89 (631%). They 
where white men except for one Negro. Their mean age of 
admission, 49 years, was higher than that of any other 
addict group. Even though they averaged four 
older at the beginning of addiction than nonmedical 
addicts, they had the longest mean duration of addiction 
(18 years). In 25% of the group, narcotic addiction had 
begun during treatment for traumas of different seve- 
rity. Another 30% had been chronic alcoholics. 
had come to know the effects of morphine when it was 


illness 


years 


They 
given to them by a physician for alcoholic ‘‘shakes”’. 
Each patient averred that the conversion to opiates had 
been complete and well-nigh they had 
used no alcohol since. On admission, most of these 
patients showed only such deterioration of health as is 
incident to maintained addiction.* 


instantaneous ; 


Their clinical manage- 


ment was identical with that of nonmedical narcotic 
addicts. However, in 21 of their number (23-6%) 
through advancing years, chronic painful illness had 


developed, for which they were continuing to receive 
opiates from a physician. Clinical investigation accord- 


* ISBELL, H. anp WHITE, W. M.: Clinical Characteris- 
tics of Addiction, Am. J. Med., 14: 558, 1953. 
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ing to the method described confirmed that these patients 
fulfilled the criteria of medical addiction associated with 
irreversible illness (group 3). Despite their prolonged 
addiction history, the hospital course of these patients 
was identical with that of group 3 medical addicts, 
which will be specifically described below. 

Group 2.—Medical addicts with reversible illness were 
represented by only two patients. Both were white and 
aged 25. One suffered from renal calculi and undér- 
went uneventful lithotomy. There was no recurrence 
of symptoms during a year of observation in the Lexing- 
ton hospital. The other patient had had recurrent left- 
sided migraine headaches for seven years. His treat- 
ment had included ergot preparations, psychotherapy, 
histamine desensitization, cobra venom, and different 
anodynes. Eventually he had become addicted to meperi- 
dine. At the Lexington hospital, earnest attempts to 
relieve pain by non-narcotic medical means were un- 
successful, with one exception. Procaine infiltration of the 
frontal branch of the left superficial temporal artery pro- 
duced instantaneous, though temporary, relief of pain. 
This could not be duplicated by infiltration with isotonic 
sodium chloride solution. The frontal branch of the 
left superficial temporal artery was excised. The vessel 
was found to be normal on subsequent microscopic exa- 
mination. Migraine headaches were relieved and did 
not return postoperatively during a period of three 
months. 

Group 3.—Medical addicts with essentially irreversible 
illness form the most important group from the stand- 
point of this report. These patients numbered 50 
(34:-7%), 25 being admitted in each half of the 1,500 
admissions. Their mean age on entry was 45 years, 
with a range of 23 to 59. Addiction had begun at 36, 
nearly a decade later than in the nonmedical addict. 
The mean duration of addiction had been 10 years, 
which was less than in the nonmedical addict. Three 
of the group were Negroes, in which medical addiction 
had begun earlier and had lasted longer. 

One may therefore discern a “syndrome” of the 
chronically ill medical addict in which the typical patient 
is a man of middle age, with late onset of addiction 
(fourth decade), demonstrably ill, and addicted to mor- 
phine or to a synthetic narcotic drug. Among these 
patients, a diagnosis of cardiovascular disease was estab- 
lished in nine. Thirteen had gastrointestinal disease, 
5 pulmonary disease, 11 bone or joint disease, and 12 
neurological illnesses. Withdrawal from narcotics was 
accomplished gradually by the methadone substitution 
method.’ The period of the withdrawal was determined 
individually for each patient, depending on his physical 
condition and on the dosage during addiction. In this 
series, the duration of withdrawal ranged from 1 to 15 
days. The medical and addiction histories, diagnoses, 
diagnostic evidence, and treatment are summarized in 
Table 4. Due to limitation of space, only 40 represen- 
tative cases are listed. In that table the results of 90 


" WIKLER, A.: Drug Addiction, in Tice, F.: Practice 
of Medicine, Hagerstown, Md., W. F. Prior Company, 
Inc., 1953, Vol. 8, p. 17. Isbell, H. and others : Liability 
of Addiction to 6-Dimethylamino-4-4-diphenyl-3-haptanone 
(Methadon, ‘‘Amidone” or ‘10820’) in Man, Arch, Int. 
Med., 82: 362 (Oct.), 1948. 
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to 110 days of treatment are presented in terms of the 
management of clinical exacerbations, work assignment 
carried out in the hospital, ability to sleep spontaneously, 
and weight gain (whenever available). The patient’s 
own statement is quoted in the last columns of the 
table. It is followed by a letter symbol in brackets that 
summarizes the combined opinions of patients and staff 
as to the patient’s general condition after 90 to 110 days 
of hospital treatment, (A) stands for a very good result, 
(B) for a good one, (C) for a fair one, and (D) for no 
improvement. On the basis of such coding, the follow- 
ing numerical summary is possible: (A) was applied 
in 22 cases, (B) in 20, (C) in 7, and (D) in 1. 

Results in Group 3.—Of 50 patients of diverse per- 
sonality structure, admitted for the treatment of narcotic 
addiction while still suffering from a persistent and 
painful illness during which they had been addicted, all 
were withdrawn safely from narcotics and 42 (84%) 
stated that they felt well or very well while receiving 
merely the specific medicaments, non-narcotic analgesics, 
and physiotherapy required by their underlying illness, 
Many were able to hold a work assignment in the hos- 
pital. A similar result was observed among the 21 older 
medical addicts in group 1 who were mentioned earlier 
as also fulfilling the criteria for group 3. 


COMMENT 


Environment: The setting in which these results 
were obtained is relevant. The Lexington hospital is a 
closed institution in which access to contraband narco- 
tics is prevented. It is staffed by physicians, other 
hospital personnel, and work supervisors who combine 
in the care of the addicted patient during an initial and 
brief clinical period of withdrawal from narcotics which 
is followed by a longer rehabilitative period. Daily life 
in the Lexington hospital may be compared with that 
of a partially self-sufficient community in which each 
member is assigned work according to his abilities. Bed, 
board, recreation facilities, and some entertainment are 
provided, and regular hours are kept. The medical, sur- 
gical, and diagnostic facilities of a general hospital are 
available, including physiotherapy. It is understood that 
narcotics are not prescribed in the absence of definite 
medical or surgical indications. However, when these 
exist (as in acute myocardial infarction or massive pul- 
monary hemorrhage or preoperatively), narcotics are ad- 
ministered in conformity with established medical prac- 
tice in cases of similar nature. The staff adheres to a 
stated policy in determining the time of discharge for 
each patient. During this survey, the minimum period 
of treatment was 135 days. This was extended, when 
required, to provide at least 100 days of treatment from 
the last dose of narcotics. It may be seen that the 
Lexington setting incorporates a number of features 
that the individual physician could reproduce for the 
medically addicted patient in an attempt to obviate the 
continued need for narcotics. Perhaps most important 
is the knowledge that withdrawal from narcotics may 
be accomplished safely during treated chronic illness. 

Medical addiction.—In the definition of medical ad- 
diction used in this study, reliance is placed on the 
patient’s statement that he first receiyed narcotic from 
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a physician. For verification, the patient’s recorded 
statement on that point during this and previous admis- 
sions were reviewed. Veracity therefore was equated 
with consistency. Because of the nature of drug addic- 
tion, useful information from external sources was not 
obtainable. Similarly, when any physician is called on 
to attend an addicted patient, the patient’s statement as 
to how he became addicted is all that is usually avail- 
able to the physician. 


There is good reason to believe that among persons 
who become addicted to narcotics during treatment for 
illness a number would accept withdrawal from narcotics 
in much the same cooperative spirit with which treat- 
ment of postoperative phlebitis or other complications 
would be accepted by a patient recovering from an abdo- 
minal operation. The factors of association with other 
addicts and of access to illegitimate sources of supply 
are absent. The person remains motivated by the social 
condemnation of opiate addiction. On his part, the phy- 
sician has the same continuing responsibility to his 
patient for the treatment of medical narcotic addiction 
that he would assume in cases of other therapeutic com- 
plication. To dismiss a patient from one’s care soon 
after realizing that he is addicted is both physiologically 
and psychologically unjustifiable and socially unsound. 
Planned withdrawal from narcotics should be attempted 
after informing the patient that it is an uncomfortable, 
but relatively brief and definitely self-limited, period. 
If withdrawal fails because of marked manipulative be- 
haviour directed at securing narcotics, arrangements 
should be made for direct admission to an institution for 
the treatment of opiate addiction. It is generally agreed 
that institutional treatment is required for the confirmed 
addict. An excellent review of the management of such 
addicts has recently appeared in the Journal.* 


Methods of withdrawal.—It has been stated in this 
report that, despite the presence of essentially irrever- 
sible illness, withdrawal from narcotics may be accom- 
plished safely if it is done gradually. The methadone 
substitution method’ is used routinely at the Lexington 
hospital. As an alternative plan, gradual withdrawal of 
the drug of addiction may be carried out. However, the 
methadone substitution method is recommended in cases 
of meparidine addiction. The length of action of meperi- 
dine being relatively short, injections would be required 
at intervals of two to three hours, both day and night, 
to prevent the appearance of abstinence changes between 
doses. Whatever the method of withdrawal, a proce- 
dure that does not use opiates may result in a death in 
sick persons addicted to large doses of narcotics. 


Special care has to be exercised in patients with 
cardiac insufficiency. Patients with active tuberculosis 
may be withdrawn gradually from narcotics without 
danger of aggravating the tuberculosis process. All 
addicted patients admitted to the tuberculosis ward of 
the Lexington hospital are withdrawn from opiates unless 
the disease is so advanced that death is likely. After 


*What to Do with a Drug Addict, report of the 
Council on Pharmacy and Chemistry, J.4.M.A., 149: 
1220 (July 26), 1952, 
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withdrawal, they gain weight, observe bed rest, and sleep 
spontaneously. Cough, if distressing, is treated with 
minimal amounts of codeine, although other medicaments 
to relieve cough usually suffice. 


This report does not refer to cases of painful, fatal 
illness. For patients such as those dying of carcinoma, 
the question of withdrawal does not arise. The concern 
of the physician is primarily with relief of suffering and 
not with restoration to useful life. 


Management of chronic pain.—In this study it has 
been demonstrated that, under the conditions described, 
after withdrawal it is possible for former opiate addicts 
to adjust without narcotics to chronic pain or discomfort 
incident to chronic illness. It should be noted that the 
term ‘‘medical addict” as defined in this report implies 
nothing with regard to the patient’s preaddiction per- 
sonality. Even if clear criteria were available for the 
diagnosis of normal persons (in the psychiatric sense), 
it is hardly likely that all or most of the patients in- 
cluded in this study would fall into that category. It 
seems, therefore, that, even when the problem is com- 
plicated by chronic, painful disease, successful withdrawal 
and satisfactory adaptation without narcotics are depen- 
dent on factors other than the preaddiction personality. 
At least in the setting described in this report, the 
attitudes and other activities of the physician appear 
to play a decisive role in many cases. 


Morphine is not the answer to chronic pain. Because 
of the development of tolerance to the analgesic effects 
of morphine, alleviation of pain becomes inadequate. 
Under such circumstances, the physician, by gradually 
withdrawing narcotics, does not deprive the patient of 
any actual benefit but protects him and his family from 
the possible legal, social, or economic difficulties atten- 
dant on opiate addiction. The administration of mor- 
phine to a patient with chronic pain is a short-lived 
type of kindness. Long-term kindness would begin 
when opiates are withheld or withdrawn in favor of 
other therapeutic measures. 


Clinically, the distinction of organic pain from psycho- 
genic pain cannot be sustained and should be discarded. 
No matter how tangible its source of origin, in the final 
analysis pain is a psychic phenomenon. It is invariably 
both a sensory and an emotional experience. Factors 
affecting any aspect of this whole will modify the total 
experience. In meeting the challenge of chronic pain, 
management directed simultaneously toward several as- 
pects of the total experience is most likely to be success- 
ful. Means of relieving chronic pain other than pres- 
cription of opiates should be exhausted one by one. Such 
measures include the use of non-narcotic medicaments, 
consultations with specialists, physiotherapy, radiation 
therapy, anesthetic blocks, and surgical procedures for 
the relief of pain. At the same time, adjustments in the 
patient’s life setting should be an intrinsic part of thera- 
peutic pain: increase or, more commonly, decrease of 
physical activity; rest periods, possibly combined with 
self-administered physiotherapy; simplifications or in- 
crease of responsibilities, at work or at home. These are 
but a few examples. 
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Role of physician.—A major factor in this adjustment 
is the performance of the physician. The physician who 
views pain traditionally, as merely a symptom of physi- 
cal disease, fails to see that he has before him a per- 
sonality experiencing pain within an individual mental 
framework. He disregards the emotional changes that 
arise with pain (such as increased dependency needs and 
self-centeredness) and consequently fails to utilize the 
resources of that personality in adapting to pain. Such 
a physician finds it necessary to administer narcotics 
frequently and, because he offers nothing else, tends to 
make the use of narcotics essential to his patients. On 
the other hand, the attentive physician who is able to 
offer his patients sympathetic understanding, steady sup- 
port, and realistic perspective obtains similar results 
while resorting infrequently to habit-forming drugs. He 
prescribes drugs as a specific part of the relationship be- 
tween physician and patient and not as a substitute for 
that relationship. 


Finally, the physician has a continuing responsibility 
in the prevention of medical addiction by consistently 
limiting the administration of narcotics to patients pre- 
senting definite indications. There is increasing evidence 
that a basic reorientation is needed in situations in 
which the routine use of opiates had appeared well 
established. To cite only one example, Papper and 
associates*® have shown that over one-third of unselected 
patients on an active surgical service had no significant 
postoperative pain. In determining indications, it is im- 
portant to evaluate patients individually. Special care 
should be exercised in prescribing narcotics for those 
who are or have been alcoholics and for patients whose 
complaints are markedly out of proportion to the physi- 
cal findings. Narcotics are not the proper means of 
alleviating distress resulting from emotional conflict. 


SUMMARY 


In a representative group of 1,020 male opiate addicts 
consecutively admitted to the Public Health Service Hos- 
pital, Lexington Ky., the incidence of patients medically 
addicted to narcotics was 27% among whites and 1-2% 
among Negroes. The former percentage is considerably 
higher than has previously been recognized. Among 
medical addicts, those patients who had been addicted 
during self-limited illness were essentially healthy on 
admission to the Lexington hospital. Their management 
was identical with that of monmedical addicts. A 
“syndrome” of the chronically ill medical addict is 
identified : the typical patient is a man of middle age 
with late onset of addiction (fourth decade), demonstrably 
ill, and addicted to morphine or to a synthetic narcotic 
that he first received from a physician, to the point of 
addiction, during treatment for illness. Among 50 such 
medical addicts studies, all had been admitted for the 
treatment of narcotic addiction while suffering from an 
essentially irreversible painful illness, during treatment 
of which they had become addicted. All were withdrawn 


* parrer, F. M., B. B. AND ROVENSTINE, E. A. : 
Postoperative Pain; Its use in the Comparative Evalua- 
tion of Analgesics, Surgery, 32: 107, 1952, 


J. INDIAN M. A., VOL. 27, NO. 6 


safely from narcotics by the methadone substitution 
method. After these patients had been abstinent from 
narcotics for about 100 days, 84% stated that they felt 
well or very well while receiving merely the specific 
medicaments, non-narcotic analgesics, and physiotherapy 
required by their underlying illness. Many were able 
to hold a work assignment in the hospital. 


Chronic illness need not be regarded as an indication 
for the continued administration of narcotic drugs. The 
successful management of chronic pain without the pres- 
cription of narcotics rests on the recognition that pain 
is never solely a symptom of physical diseases but is an 
experience of the total personality. Treatment, there- 
fore, must be directed simultaneously towards several 
aspects of the total experience. 


—Reproduced by permission from the Journal of the 
American Medical Association, 156: 684 (Oct. 16), 1954. 
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I.M.A. Research Fellowships 


The Indian Medical Association has provision for 
four Research Fellowships of the value of Rs. 250/- 
each per month for one year in the first instance. Two 
of these fellowships are awarded by the I.M.A. and 
the other two by Messrs. Unichem Laboratories of Bom- 
bay under the auspices of the I.M.A. Of the latter two 
fellowships, one will be awarded for work on some 
pharmacological subject. 

Applicants must be members of the I.M.A. and con- 
form to the regulations for award of these fellowships, 
copies of which may be obtained on request from the 
Indian Medical Association (Central Office), Hanging 
Bridge, Daryaganj, Delhi 7. 

The applications should reach the Central Office, 
I.M.A. not later than 30th September, 1956. 


Microfilm and Photocopy Service 


The Indian Council of Medical Research established 
in 1948 two Microfilm and Photocopy Service Units, one 
at the Central Research Institute, Kasauli, and the other 
at the Tata Memorial Hospital, Bombay. These Units 
have been set up with the object of supplying to medi- 
cal and other scientific institutions, teachers, research 
workers and individuals, copies of articles from journals, 
foreign or Indian, which are not readily available. 

The aim of this service is to make available to 
scientific workers important research articles at cost 
price. The rates are 

Microfilms: Rs. 3/- for the first ten pages of a 
reference or a portion thereof and Rs. 1/8- for 
the subsequent ten pages of reference or part 
of it. 

Photocopy: Size of paper—Upto 6”x11” @ As. 
-/8/-; upto 11°x17” @ As. -/12/-; upto 17” x 
23” @ Rs 1/4/-—per page per copy. 
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Workers who desire to have microfilm or photocopy 
of any article are requested to communicate complete 
reference to the Officer-in-Charge of the Unit and the 
source, if known, of the Journal where it is available. 
The Unit will undertake to procure the journal and 
supply copies of articles in the minimum time possible. 


Postgraduate Training in Public Health 


A WHO Conference of Postgraduate Training in 
Hygiene, Preventive Medicine and Social Medicine open- 
ed in Zagreb, Yugoslavia, on 2 July 1956. The partici- 
pants were prominent administrators and educators in 
public health from 19 countries in Europe. The Con- 
ference was arranged by the Yugoslav Government and 
the WHO Regional Office for Europe. 

The Zagreb Conference follows two related meetings 
arranged in Europe by the World Health Organisation. 
The first was held at Nancy, France, in 1952, and was 
concerned with undergraduate teaching. The second 
was held at Goteborg, Sweden, in 1953, and was con- 
cerned with postgraduate training. The questions that 
were discussed at the present conference included the 
following. 

(a) What are the needs for various categories of 
health officers in different countries? (b) What training 
is needed for these categories? (c) How can training 
institutions best be organised to meet these needs? 
(d) What methods can be developed for closer co-opera- 
tion between schools and training centres of public 
health in Europe? 

The aims of the Conference were to analyse present 
developments in Europe, to define desirable future poli- 
cies and trends, and to make proposals on how the 
World Health Organisation might best develop its work 
of assisting governments in the field of postgraduate 
public-health training. 


Malaria Strategy Set by WHO Expert Committee 


A strategy for total war against malaria, with the aim 
of eradicating the disease throughout the world, has been 
drawn up by the WHO Expert Committee on Malaria. 
The group, which held its 6th session in Athens, under 
the chairmanship of Professor G. Livadas, of Athens, 
not only confirmed that malaria eradication was feasible, 
but that its enormous economic and social advantages 
made it the only rational policy to adopt. 

The sums required to achieve eradication within a 
definite time, although substantial, are much less than 
the cost of continued malaria control of a less intensive 
character on a long-term basis. Moreover, at the pre- 
sent time, several international and national agencies, 
such as UNICEF, UN Technical Assistance and the US 
International Cooperation Administration are ready to 
assist governments that embark on such a programme. 

The members of the Committee, pooling experience 
gained in such widely separated areas as Taiwan and 
Italy, India and Venezuela, recognised that one of the 
most urgent reasons for carrying out malaria eradication 
with the least possible delay, was the growing resistance 
of the mosquito carriers of malaria to insecticides like 
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The report underlined the need for careful study of 
each country or area where malaria is a problem before 
applying the strategy. Recommendations were made 
concerning the use of preventive and therapeutic drugs 
and additional help to spraying operations. The Com- 
mittee’s report also took note of some of the gaps in 
knowledge that must be filled before all problems can 
be solved. The danger of malaria crossing frontiers and 
re-infecting cleared areas was given serious attention and 
WHO was asked to help countries take the necessary 
steps to coordinate their efforts and protect each other. 

Malaria on a global scale reached its peak in the 
last century but, despite its noticeable decline, there are 
still thought to be more than 250 million people in the 
world who suffer attacks each year, while about 2% 
million die of the disease or its consequences. 


Health Education Conference 


India will play host to a session of the South-East 
Asia Regional Committee of the World Health Organisa- 
tion in the last week of September. The session will be 
held at Patiala House in New Delhi. The main subject 
to be discussed by the regional committee will be health 
education, Afghanistan, Burma, Indonesia, Nepal, Ceylon 
and Thailand will attend the conference besides India. 
An exhibition on health education depicting progress 
made under the second Five-Year Plan will be organised 
by the Union Health Ministry. 


Medical Relief in Rural Poona 


The extension of medical relief to rural Poona was 
announced on 20-8-56 before a meeting of the Health 
Sub-Committee of the District Development Board. 

With twenty-nine new primary health centres sanc- 
tioned by the Government and expected to start function- 
ing shortly, Poona District will have 67 such centres 
serving the rural population. Each unit staffed by one 
doctor, one nurse, one midwife and a sanitary inspector 
will afford relief to villages within a radius of seven 
miles throughout the district, except Mawal area. Even 
so there will be only one health unit for a population of 
15,000. 


American College of Chest Physicians Prize Essay Contest 


The Council on Undergraduate Medical Education of 
the American College of Chest Physicians offers three 
cash awards to be given annually for the best contri- 
butions prepared by undergraduate medical students on 
any phase in the diagnosis and treatment of chest dis- 
eases (heart and/or lungs). 

Upon the recommendation of the Council, which was 
approved by the Board of Regents of the College at 
their recent annual meeting, the awards will be in- 
creased for the 1957 contest. The first prize will be 
$500; second prize will be $300; and third prize $200. 
Each winner will also receive a certificate of merit. 

The winning contributions will be selected by a com- 
mittee of chest specialists and will be announced at the 
23rd Annual Meeting of the American College of Chest 
Physicians to be held in New York City, May 29- June 2, 
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1957. All manuscripts become the property of the 
American College of Chest Physicians. 


College of Physicians of Philadelphia 


On July 14, 1956, the College of Physicians of Phila- 
delphia awarded the Alvarenga Prize for 1956 to George 
N. Papanicoloau, M.D., Director of the Papanicoloau 
Research Laboratory of Cornell University Medical 
College, for his outstanding work in the early detection 
of cancer. 

The Alvarenga Prize was established by the Will of 
Pedro Francisco DaCosta Alvarenga of Lisbon, Portugal, 
an Associate Fellow of the College of Physicians of 
Philadelphia, to be awarded annually by the College of 
Physicians on the anniversary of the death of the Testa- 
tor, July 14, 1883 


Two-year Drive Against T.B. in Scotland 


Scottish health authorities are worried at the large 
number of tuberculosis cases being reported. To attack 
the ‘“‘reservoir of infection’? they are therefore planning 
a national case-finding drive against the pulmonary form 
of the disease. It promises to be more ambitious than 
anything of the sort previously attempted in Great 
Britain. The Ministry of Health and the RAF are lead- 
ing diagnostic units for the two-year campaign. 


World Found to Have 1,200,000 Doctors 


The world now has 1,200,000 physicians, and the 595 
medical schools of 85 countries turn out between 50,000 
and 60,000 new doctors every year, according to a recent 
study by the World Health Organization, prepared by 
Dr. James L. Troupin, chief of WHO’s Section of Assis- 
tance to Educational Institutions. 

The doctors, however, are distributed very unevenly 
among the world’s 2,500 million people. Fourteen coun- 
tries are fortunate enough to have one doctor to serve 
up to every 1,000 people, as compared with 222 others 
where there is only one doctor for every 30,000 inhabitants 
or more. 

Nine countries, it also shows, have one medical school 
each for less than one million people each. Thirteen, on 
the other hand, have only one school each for between 
9 million and 17 million people. There is thus a definite 
need for building medical schools in these lands, as in 
other countries. 


Advanced Nursing Education in Europe 


The WHO Conference on Post-Basic Nursing Educa.- 
tion was held at Peebles, Scotland, some time ago. In the 
course of a 14 day meeting, existing facilities for 
advanced nurse training in Europe were reviewed and 
future developments considered. 

The following gives some of the points that arose out 
of the discussions and are to be dealt with in the final 
report of the Conference. 

The all-important objective of advance in nursing 
education is the improvement of nursing practice result- 
ing in benefit to the community. In the past, courses 
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have been limited in many ways and should today be 
complemented by teaching in public health, particularly 
in health education and the psychology of teamwork re- 
lations. While it was agreed that specialisation could 
go too far (there are many branches a nurse can specia- 
lise in), there is considerable need for courses in teach- 
ing, in administration, and in public health until this 
subject is more generally taught in the basic course. 

The Conference against overcrowding the 
curriculum. Special subjects, such as sociology or psycho- 
logy, should be taught selectively in order to introduce 
the nurse to those parts of the subject which have an 
immediate bearing on her work. 

In nurse training, considerable advance can _ be 
achieved by replacing antiquated and largely haphazard 
methods by techniques derived from modern education. 
Many countries have already gone far in this direction, 
for it is clear that every effort is needed to make the 
best use of available nursing personnel. 


warned 


Another sphere in which modern knowledge can con- 
tribute to the improvement of nursing is the selection 
Several speakers pointed out that there 
is no “ideal type of nurse’”’ that can objectively be deter- 


of candidates. 


mined, but there clearly are well-defined characteristics 
which are undesirable in a profession that deals with 
human beings and whose laboratory is the community. 
These characteristics can be detected in the individual 
by psychological methods. In this way unsuitable can- 
didates can be eliminated. 


Insect Resistance to Insecticides 


Leadership in the stimulation and co-ordination of 
research throughout the world on the problem of insect 
resistance to insecticides should be assumed by the 
World Health Organization according to a recommenda- 
tion made by a group of experts at the conclusion of a 
week of meetings in Geneva. 

Some of the most serious and widespread of the 
world’s health problems are insect-borne diseases such 
as malaria, yellow fever, typhus, plague, filariasis (ele- 
phantiasis), kala azar, dysenteries, etc. ‘The principal 
insects concerned are mosquitoes, flies of different kinds, 
fleas and lice. The use of modern insecticides like DDT 
has resulted in spectacular progress in controlling a num- 
ber of these diseases and has produced substantial econo- 
mic and social benefits in many of the countries con- 
cerned. Considerable alarm has, however, been caused 
by the appearance of resistance to these insecticides 
In 1955, 
the World Health Organization consequently urged its 
member countries to undertake campaigns aiming to 
eradicate malaria before the mosquitoes have time to 
develop resistance. 


among certain species of the insects concerned. 


The resistance problem was, there- 
fore, the principal subject for discussion at the Seventh 
Session of WHO’s Expert Committee of Insecticides. 
According to the Committee’s recommendations, WHO 
should aim to co-ordinate the different lines of research 
on the resistance problem already being undertaken in 
laboratories scattered throughout the world; stimulate 
further research, particularly in the physiology, bioche- 
mistry and genetics of the insects concerned; assure the 
publication and exchange of information and research 
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results; and facilitate the procurement of qualified per- 
sonnel and funds for research. 
The Nutrition Society 

The 105th Meeting will be held at Guy’s Hospital 
Medical School, London, §.E. 1, on Saturday, October 
6th, 1956, and will take the form of a joint symposium 
with the Laboratory Animals Bureau on the Nutrition 
of Laboratory Animals. 


Suicide as a Cause of Death since the Beginning 
of the XXth Century 


In its first statistical survey of suicide as a cause of 
death since the beginning of this century, the World 
Health Organization (WHO) has been able to obtain data 
from 25 countries. Factors such as reluctance to certify 
a death as suicide because of the stigma attached to 
this act in many countries, and also failure to recognise 
a disguised suicide, have to be kept in mind in inter- 
preting the figures. 

In the 25 countries studied, with an adult population 
of 400 million people, from 71,000 to 72,000 men and 
women die by their own hand each year. This repre- 
sents an average death rate of 17 to 18 per 100,000 adults. 

The highest death rates from suicide in both sexes are 
found in Japan, Denmark, Austria and Switzerland. The 
lowest rates are reported in Ireland, Northern Ireland, 
Chile, Scotland and Spain. Within the U.S.A., the rate 
for the white population is almost three times that of 
the non-white population. 

The WHO report shows that everywhere, men are 
much more prone to suicide than women. The ratio is 
in general roughly 3 to 1, but it varies from more than 
four to one in Norway to less than two to one in Japan. 
Highest rates for male suicides are recorded in Switzer- 
land, Denmark, Austria and Finland. For women, they 
are to be found in Japan, Denmark and Austria. 


CORRESPONDENCE 


The Editor is not responsible for the views 
expressed by correspondents 


Acute Tonsillitis and Pharyngitis 

S1r,—Acute tonsillitis and pharyngitis are ailments 
from which most of the people suffer almost all the year 
round leading to much avoidable suffering and incon- 
venience. These are amenable to ordinary remedies. 

A simple combination of the following drugs has 
been found to be very effective for irritations in the 
throat. 


Throat paint : 


R/ Pot. Chlor. 
Resorcin ave ee gr. 40 
Acid Carbolic ... 
Tinct. Lavendulae Co. ... m. 20 
Spt. Menth Pip. ... m. 30 
Glycerine pure ad. 


Ft, Pigment 
Similarly a combination of the following drugs has 
been found to be quite effective in irritation of the 
mouth and pharynx. 
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Gargle : 
R/ Acid Carbolic .. m. 200 
Sodi Bicarb. ... at 
Spt. Menth Pip. 2 
Tinct. Lavendulae Co. ... dr. 2 
Glycerine one — 


Ft. Gargle 

One teaspoonful in half a teacupful of warm water 
is used as gargle every 4 hours. 

I have tried these in innumerable cases and have 
found them to be extremely useful. I do not claim any 
originality. The combinations have been arrived at after 
various trials. 

I would request my colleagues to try these simple 
drugs before resorting to either antibiotics or more 
expensive methods of treatment. I am etc. 


Lucknow. R. N. KACKER, M.B.B.S., 
D.L.O. (R.C.S., ENG.), Z.L.0. (VIENNA), 


A Study of a Few Cases of Yaws in Cooch Behar 


SirR,—Yaws is a contagious disease occurring in tro- 
pical humid areas, near the foot of hills, characterised by 
macular, lichenous rash, papillomatous fambroesioma at 
its different stages. 

I have come across a few cases of vaws in Cooch 
Behar district, in West Bengal. Seven typical cases 
are described. 

Case 1—An I1 year old female had punched out ulcer 
on both heels with a diameter 2 cm. for 2 years. The 
floor of the ulcers were covered with black slough. The 
patient complained of pain in walking. 

Case 2—A 30 year oid female had a punched out 
ulcer (1 cm. diam.) on the right heel and a raspberry-like 
granulomatous growth (2 cm. diam.) on the plantar 
aspect of the left great toe for 1 year 3 months. She 
had difficulty in walking. 

Case 3—A 25 year old male had a raw fungating 
papillomatous growth (3 cm. diam.) on the right heel, 
and a punched out ulcer (2 cm. diam.) on the anterior 
part of the sole of the left foot for 3 years. He com- 
plained of difficulty in walking. 

Case 4—A 30 year old male had a raspberry-like 
growth on the left thenar eminence (3 cm. diam.) for 
years. 

Case 5—A 35 year old male had a punched out ulcer 
on the right heel (2-5 cm. diam.) and one warty growth 
(2 cm. diam.) on the plantar aspect of the right first 
metatarsophalangeal joint. A  raspberry-like growth 
(3 cm. diam.) on the anterior part of the sole of the 
left foot for 1'{ years. 

Case 6—A 45 year old male had a granulomatous 
warty growth (3-5 cm. diam.) on the middle of the sole 
of the right foot. One small indurated ulcer (1:5 cm. 
diam.) on the plantar aspect of the left great toe for 
3 years. 

Case 7—A 26 year old male had a raspberry-like 
growth (3 cm, diam.) on the outer side of the sole of the 
left foot and a small warty growth (1-8 cm. diam.) on 
the plantar aspect of the right first metatarsophalangeal 
joint for 4% years. 
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All the cases were treated with ten I.M. injections of 
diethylamine acetarsol (3 c.c.) twice a week. The growths 
were treated with a paint consisting of acid salicylic 
40 grains, and benzoic 30 grains, in an ounce of collo- 
dion flexile. The secondary infections in three cases 
were treated with penicillin—12 lakhs units intramus- 
cularly once a week for 4 injections. All the cases were 
cured clinically. Periodical check up was done fort- 
nightly after cure upto 3 months, except in Case 6 who 
did not turn up after cure. No relapse was noted. 

Cooch Behar is a humid place with extremes of 
climate. The people affected are the original cultivator 
class of the district. The cases were chronic in nature 
and had no seasonal prevalence. Sites affected were 
mainly, sole of the feet, except in one case where the 
palm was affected. In no case was there any glandular 
enlargement, history of exposure to V.D., eye lesion 
or scar on the genitalia. Kahn test in all the cases 
except one was negative. 

From my experience in the past about the appear- 
ance and treatment of yaws cases in Malaya, Chin Hills, 
Lushai Hills and Garo Hills area amongst the aboriginal 
people of those lands, the cases under review in my 
opinion were of yaws. 

My cordial thanks to Dr. R. R. Roy, Surgeon Superin- 
tendent, M. J. N. Hospital, Cooch Behar, West Bengal, 
for his guidance and kind permission to communicate 
this report for publication. Thanks are also due to 
Dr. B. N. Bhattacharjee, Emergency Officer, M. J. N. 
Hospital, Cooch Behar for his kind help. I am ete. 


M. J. N. Hospital, 
Cooch Behar, B. C. CHAKRABORTI, L.M.F. 
M.O., O.P.D. 
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Hand Book of Legal Medicine—By Louis J. Regan and 
Alan R. Moritz; 21-614 cm., pp. 201, 1956. The 
C. V. Mosby Co., St. Louis. 


Medical practice in modern times deserves a high 
ethical standard and a conscious insistence on the rela- 
tionship between the members of the profession and 
the general public. This very handy compilation should 
be welcomed by those doctors who are especially in- 


terested in the branch of legal medicine. The authors’ 
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language is lucid and evidently they have written it 
from the practical point of view. They have touched 
almost all the points with special elaborations of those 
items where the physician-patient relationship might 
have the chance to come to conflict. Illustrations are 


many and add to the usefulness of the volume. 


Peripheral Vascular Disorder —Edited by Peter Martin, 
R. Beverley Lynn, J. Henry Dible and Ian Aird. 
847 pages with 568 illustrations, 35 in colour. First 
Edition 1956. E. & S. Livingstone Ltd., Edinburgh 


and London. Price £5 10s. 


The volume can be said to be a masterpiece on 
vascular surgery. The reputed authors must have 
worked for years to have incorporated so many refer- 
ences in one book. Prof. Aird has already made a 
name for himself for such enormous reference work in 
his other book. 

The method of approach in each subject is unique. 
The chapter on Plethysmograph is unparalleled. The 
physiology of circulation is well explained. The book 
has covered all the known disorders. The short chap- 
ter of Anatomy of the Vessels has not been at par with 
the other chapters. There are a few sweeping remarks 
in the chapters on Parasitic Lymphaedema and Veno- 
graphy in varicose veins, which are better avoided in a 
book of this standard as quite a lot of these problems 
are still far from solved. There is no mention about 
venography. 
phic reproductions are quite good. 


intraosseous Typography and _ photogra- 


International Record of Medicine and General Practice 
Clinics—Symposium on Medical Writing (Vol. 168, 
No. 10, October, 1955)—Published by M. D. Publi- 
cations, Inc., 30 East 10th Street, New York 22, 
N.Y., U.S.A. 
year, single copy $1.40. 


Subscription rate—foreign $12.00 per 


The symposium contains over 60 pages of very read- 
able and interesting articles from the pen of well-known 
authors, carefully chosen to write on this important 
subject; this is of importance to-day in view of the 
colossal number of medical articles published throughout 
the world. These articles should be seriously studied by 
all who are concerned with medical writing, including 
editing of the same, and especially by voung and pros- 
pective authors of scientific medical articles 


IV RAJPUTANA PROVINCIAL MEDICAL CONFERENCE, AJMER 


The Fourth Rajputana Provincial Medical Conference 
Symposia on Coronary Heart 


and 1 October, 1956. 


will be held at Ajmer on 29-30 September 
Disease and Renal Lithiasis have been arranged. 


Details may be had from Dr. B. M. Sharma, Organising Secretary of the Conference, Ajmer. 


* 


VIII M. P. PROVINCIAL MEDICAL CONFERENCE, NAGPUR 


The Eighth M. P. Provincial Medical Conference will be held at Nagpur on 7-9 October 1956 (The 


dates are provisional). A Scientific Session and a 


published. 


Members of the profession are requested to 


Scientific Exhibition will be held, also a Souvenir 


extend their full co-operation to this conference. 


Detailed information may be had from the Organising Secretary of the Conference, Dhanwate Chambers 


Annexe, Sitalbaldi, Nagpur-!. 
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ed to combat 


spit Acknowledged as the anti-anaemic therapy of 

: proved merit, LIVULES contains proteolysed liver 
and stomach powder, iron, yitamins B-complex and 
C. Also available with folic acid or B12 or both; 
or with folic acid, B12, and intrinsic factor. 


Each capsule contains :- 


Proteolysed Liver Powder from 3.25 G. of fresh liver, 

Proteolysed Stomach Powder from 1.0 G. of fresh stomach, 

Ferrous Sulphate Exc. B. P. 0.1 G. (1) gr. approx.) 

Vitamin BI B. P. 5 mg. i 
Vitamin B2 (Riboflavin B. P.) 2 mg. 

Vitamin B6 B. P. C. 0.5 meg. 

Calcium Pantothenate U. S. P. 1 mg. 

Niacinamide B. P. 15 mg. 

Vitamin C. B. P. 30 meg, 


(Livules ¢ Folic Acid) Folic Acid B. P. 1.5 meg. 
(Livules ¢ B12) Vitamin B12 B. P. 5 meg, 
(Livules c Folic Acid, B12 & 

Intrinsic Factor) Purified Intrinsic 

Factor Concentrate 


Livales with Folic 
Acid & Bi2 & Livules 
with Folic Acid & Bi2 
( without iron) also available. 


LIVULES . | 
7 
(One more variety— 
LIVULES ¢ Intrinsic Factor— 
recently introduced) 
3 ALEMBIC CHEMICAL WORKS 
CO. LTD, BARODA-3. 
; “YOU CAN PUT YOUR CONFIDENCE IN ALEMBIC. 
4 
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A search for the causative origin of asthma can indeed be a tedius one, but 
always the underlying factor—BRONCHOSPASM—can be treated immediately 
with FELSOL. Physicians in all parts of the world to which it has been 
introduced, have for years relied implicitly on FELSOL for the instant relief 
it gives in an attack of asthma, no matter what the basic cause. 
FELSOL acts directly on the bronchial musculature and indirectly 
through the vagus and sympathetic. 


Rapid in action—Prolonged in effect 
Full relief in perfect safety 


Clinical sample and literature on request. 


THE ANGLO-FRENCH DRUG COMPANY (ESTN.), LTD 
24-26 TARDEO ROAD, BOMBAY, 7 


"BRITISH FELSOL COMPANY LTD., 206/212, ST. JOHN STREET, LONDON, E.C.1 


VITAMIN B COMPLEX ELIXIR 


For lassitude, anorexia, debility, malnutrition, convalescence 
and all cases of Vitamin B Complex deficiency 


nt The manufacturing formula per fl. oz. Is 
Vitamin B, 15mg. Vitamin By, 10 meg. 
8, Choline Chloride ... 100 mg. 
Niacinamide ... 50mg. 
Cal. Pantothenate -- 5 mg. di-Methionine ... 150 mg. 
Vitamin B, Inositol SOmg 


PACK : Bottle of 3 oz, 6 oz and 1 lb. @ Detailed literature on request. . 


‘SMITH STANISTREET & CO.,LTD) 


CALCUTTA BOMBAY: CUTTACK KANPUR . PATNA - GAUHAT! - NAGPUR 
sTé 


we 
THE PROBLEM OF ASTHMA 
' 
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REGO, TRADE MARE 


The leading doctors of the World have recommended DIMOL SYRUP and tablets 
as an intestinal antiseptic due to its possessing four outstanding advantages, 
|. Its antiseptic potency (phenol coefficient) is 43 times that of pure 
phenol, yet it liberates no phenol. As such, it reduces the bacterial 
count in the intestines very effectively. 
2. It is non-toxic even when five times the therapeutic dose is 
administered. 
3. It is not absorbed but voided in the faeces unchanged. 
4. It causes no renal irritation, since it is not absorbed. 


DIMOL LABORATORIES LTD., 
34/40, LUDGATE HILL LONDON, E. C. 4. 


Scle Importers and Distributors in India : 


PANNALAL BROS.,, 


44-45, EZRA STREET. CALCUTTA.1, 


ANCOLAN’ THE B.D.H. ANTIHISTAMINIC 


ADVANTAGES — Longer duration of action. 
Exceptionally well tolerated. Inexpensive 


INDICATIONS—Altergic asthma, urticaria, 


angioneurotic oedema, allergic dermatoses, pruritus, 
allergic conditions of the eye, travel sickness and 
hay fever. 


DOSAGE :— One or two tablets at night for one 
week followed by one tablet daily if required. 


Scored tablets of 25 mg. Bottles of 25 and 100 tablets. 


‘ANCOLAN’ 


( meclozine dihydrochloride ) 
Distributors in India :— BRITISH DRUG HOUSES (INDIA) PRIVATE LTD. 
P. O. Box 1341, BOMBAY-|! 
Branches at: Calcutta + Delhi « Madras 
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New LYSIMIN props 


contains 


lysine 


for 


GROWTH 


Especially designed for 

1) Infants and children with poor appe- 
tite and slow growth and 2) Adults and 
convalescents as appetite stimulant. 


— —— FormuLa —————-——_— 
1-Lysine HCI 150 mg. 
Vitamin B,, 20 meg. 
Vitamin B, 5 mg. 
Vitamin B, 10 mg. 
Pantothenic acid (as Na salt) 5 mg. 


Supplied : Bottles of 15 ce. 


EMSONS PHARMACEUTICAL WORKS 
124C, VIVEKANANDA ROAD, CALCUTTA 6 


_ KISHORE NURSING HOME 
89, KANKE ROAD, RANCHI. 
A private Nursing Home for the treatment of 
mental and nervous illness and epilepsy. 
All modern™forms of psychiatric treatment available 
| including psychotherapy, insulin coma, electro-convul- 
sive treatment with relaxants, psycho-chemotherapy, 
continuous sleep, leucotomy, etc. Facilities for 
investigations include electro-encephalography, electro - 
cardiography and psychodiagnostic testing. Continuous 
and close supervision by medical and nursing staff 
| with qualifications and long experience. 


Apply to : Chief Psychiatrist. Phone : Ranchi 106 


foreign 


SWASTHYA 


HINDI 


Published under the auspices of 
BANARAS BRANCH 


INDIAN MEDICAL ASSOCIATION 
GODHULIA o BANARAS o U. P 


Single copy 8 annas 1 r 


Annual subscription Rs. 6/- 
For members of I. M. A. Rs. 5/- 


CHLOROHYOROXY METHYL SENZENS 


GLUCONATE LIMITED 


115, PRINSEP STREET, CALCUTTA - 13 


FOLEX XII- 


(Intramuscular) 


Supplies all the anti-anaemic principles contained 
in the whole Liver Extract with added anti-anaemic 


factors Folic Acid and Vitamin B,,. 


Each cc. contains : 


Liver-Extract derived from 10 g. of liver 
Vitamin B,, 50 mcg. 
Folic Acid 
Niacinamide ~~ 100 mg. 
Betain HCl 50 mg. 
Benzy! Alcohol 2.5% 
Preservative Phenol 0.5% 


Oriental Pharmaceutical Industries Ltd. 
64-66, Tulsi Pipe Road, Mahim, - - BOMBAY-16 
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Gerobion 


Combination of lipotropic agents end vitamins for 
geriatrics 


(geriatrics — branch of medical science concerned 
with old age and its diseases) 


Gerobion contains cholinebitartrate, ino- 
sitol and magnesium oleate, i.¢., sub- 
stances that are to prevent deposits of 
fat especially in the vessel walls, and 
also vitamins of particular importance te 
the senescent organism. 


Gerobion is capable of relieving or alle- 
viating general complaints of old age. 


Peokings: Betties of 30 capsules 


Sole Agents : 

Capco Private Limited, 
E. Merck Department, 
P. O. Box 1652, 


BARMSTABT - GERMANY Fort, Bombay-1 
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REAK SEAL 


‘PLASTULES’ 


COMPOUND 
FERROUS IRON 


LIVER EXTRACT 
CONCENTRATED 
10 


JOHN WYETH & BROTHER TO. 
PLace 
ENGLAND 


*Plastules’ with Vitamin B,, represent a practical, common sense approach to the 
prophylaxis and treatment of all nutritional anaemias. They elicit an accelerated, haematinic 
response of greater magnitude as they contain al] factors essential for good hae 

e Vitamin B,, e Liver Extract 
e Folic Acid e Yeast 
e Ferrous Iron 
(in a rapidly dissolving gelatin capsule) 
Effective in small doses and well tolerated, the use of ‘Plastules’ with Vitamin By 
combines maximum efficiency with economy. 


Alternative preparations include ‘Plastules' with Folic Acid, ‘Plastules’ with Lives 
Extract and ‘Plastules' Plain. 


9 Packing : 
PLASTU LES we rs Bottles of 30 and 300 
12 Capsules. 


BRAND REGD 


HAEMATINIC COMPOUND 
JOHN WYETH & BROTHER LIMITED 


(Incorporated limited lability in England ) 
India Branch: Magnet House, Dougall Road, Bombay |. 
Distributors: GEOFFREY MANNERS & CO. PRIVATE LTO. Bombay . Calcutta. Madras. New Defhi) 


Regd. No. C 1890 


Wijeth 
: 
‘ 


September 16, 1956 J. l. M. A. Advertiser 


REFRESHER COURSE 
FOR PRACTITIONERS 


| VOLUME 2 

| D. Demy 24 mo. Pp. xvi+286+ 16 Price Rs. 6 
Published by the Journal of the Indian Medical Association 
| * + * 


Designed as its predecessor to be of help to the general practitioner in refreshing his 

memory of accepted views as well as in bringing to his notice the latest advances in 

medical knowledge. All contributions in the volume are by acknowledged specialists. 
Available only from booksellers or direct from the 


STOCKISTS | 
U. N. DHUR & SONS, LTD. 
15, BANKIM CHATTERJEE STREET, CALCUTTA 12 


he belongs to or a subscriber to the Journal of the |. M. A. by quoting his 


A member of the |. M. A. by furnishing his address and the name of the Branch 
subscriber number may have his copy at a concession rate of Rs. 5/- only. 


YOUR HEALTH 


| An Illustrated Magazine Devoted to Health Education (for the public in general) 
| PUBLISHED MONTHLY BY THE INDIAN MEDICAL ASSOCIATION 
| % Deals with rules of healthy living, prevention of diseases, diet and nutrition, 
| maternal welfare, child care and topics of health in general. | 
®& Presented in simple English to assist the common man in India towards 

“ positive health.” 


%& Printed on art paper and profusely illustrated. 

YOUR HEALTH is an excellent advertising medium with all-India coverage. 
| Post-free subscription rates (from any month) :— 
| INLAND >: Rs. 8/- (1 yr.) Rs. 12/- (2 yrs.) 
| FOREIGN : Rs. 10/- (1 yr.) Rs. 16/- (2 yrs.) 
| Single Copy 12 annas 
| 


Advertisement rates and other information from 


HONY. SECRETARY, YOUR HEALTH 


23, Samavaya Mansions, Corporation Place, CALCUTTA 13, INDIA 


Printed by Sri Tarant Kanta Basu at Sri Gouranca Press Private Lrp., 5, Chintamani Das Lane, Calcutta q and published 
by him on behalf of the INDIAN MepicaL Association from 23, Samavaya Mansions, Corporation Place, Calcutta 13 
Fditor- Dr. P. K. Guia, M.B., M.R.C.S. (ENG.), D.O.M.S, (LOND,) 
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World: Sargut of Antibiotics 


VITAMIN- MINERAL FORMULATIONS 
HORMONES 


* Trodemork of Chos Pfizer & Co. Inc. 


Treat the Patient 
as a whole... 


In treating patients with stresst 

induced by infection, the modern approach 
emphasizes the logic of a dual clinical approach. 
In full recognition of this principle, 


Pfizer offers this new preparation for 


Speedier control of infection 
Faster convalescence 


Tetracyn SF 


brand of tetracycline with vitamins 


CAPSULES ORAL SUSPENSION 
250 mg. ... bottles of 8, 16, & 100 125 mg. per teaspoonful 
2 fi. oz. (60 cc.) bottles. 


Specific antimicrobial therapy 

of choice for rapid control of the growth 

of pathogenic invaders. 

Specific nutritional fortification 

to bolster body defenses and speed recovery. 


Specific nutritional Fortification combined with specific 
antimicrobial therapy offers: 


prompt eradication of pathogenic organisins reduced 
susceptibility to disease @ speedier detoxification @ Facilitation of 
tissue repair e fewer complications s quicker recovery ® even better 
tolerability, and restores the patient to good health more rapidly. 
tStress, as referred to herein, is a state in which the metabolic demands 
of the body are increased as a result of infection 


PFIZER EASTERN CORPORATION, NEw PANAMA = BRUSSELS 


Exclusive Distributors m India: 


RAVISON PHARMACEUTICALS LTD.,?. 0. 80x 1636, BOMBAY 


An integrated approach 
to of infection 
| 
| 


